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‘Hypotensive & 
Bromofen 


Rauwolfia in combination with other 
sedative drugs is now the standard 
treatment for hypertensive states. 


Bromofen elixir which contains bromide 
and phenobarbitone in addition to a 
standardised liquid extract of 
Rauwolfia, effectively reduces high 
blood pressure, allays anxiety states and 
promotes restful sleep. 


Hypnotic 


Supplies : In original phials containing 
four ounces of the elixir. 
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® For Adequate Calcium cum 
Vitamin-C Therapy. 


BENGAL IMMUNITY CO., LTD. 


for balanced 
amino acid 
and vitamin 


TONOCARNINE \ 
FORTE 


BENGAL IMMUNITY CO., LTD.< 


| 

LciuM:C Bl. s00 

Ke in 10 mi. 
VITAM 
ONO-GLUTAMATE wit mil. 
Ampoules 10% 

tamate 10% 
250 mg. 
@ in packs of & 12 ond 50 
; 

Each 100 mi. contains : 
Amino acids and peptides from 
enzymic hydrolysis of milk és 
protein, fiver, yeast & 

) 8, (Thiamine 
Mononierace) 10 mg. 

Vitamin By 
Vitamin By 3S mg. 
Nicotinamide mg. 
Pantheno! 10 mg. 
Citrate 100 mg. 
Folic Acid S mg. 
} Vitamin Ba 17.5 meg. 
Sodium % 

giycerophosphate 600 mg. 
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A new low-dosage, 
long-acting sulfa drug 
' 92] lower dosage | 
than that of other 
Leder! commonly used sulfas 
SULPAMETHOXYPYRIDAZINS LEDERKYN is 
Gao) unique among 
sulfa drugs: 


It is the first long-acting antibacterial sulfonamide 
available for clinical use 
Its low “$ Gm.-a-day” dosage means better tolerance 
and less likelihood of side effects 


Its rapid absorption and slow excretion mean high 
blood levels for long periods 


Published reports show the superiority of LEDERKYN 
brand over earlier sulfonamides - | + Tablets of 0-5 Gm. 


Round-the-clock therapy with § Gm. a day 
commencing with an initial dose of 1.0 Gms. + Bottles of 6 tablets 


LEDERLE LABORATORIES (INDIA) PRIVATE LIMITED, P.0.8. 1994, BOMBAY |! 
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Vitamin By 
Vitamin 


1 mi. Mild 
contains: 


SO mg. 
SO mg. 


4 me 


"ANUROHIN, 


NOW WITH Chiorpheniramine Maleate and Meprobamate 


COMPOSITION: 


One Tablets 
contains: 
10 mg. 

10 mg. 

25 mg, 


4 mg 
100 mg, 


t mi. Forte 
contains: 
100 mg. 
100 mg. 


6 m. 


ORIENTAL PHARMACEUTICAL INDUSTRIES LTD. 


64-66, Tulsi Pipe Road, Mahim, BOMBAY 16. 
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During monsoon the 
atmosphere remains 3 
saturated with discom-~ ~ 
fort and uneasiness. 
Everybody feels gloomy 
and depressed with 

occasional break during 
sunshine. Nature is ~ 

. not very kind to man 

~™ now. His foodstuff 

is easily fermented and 

water often conta- 

minated. Digestive 
disturbance is very 


on 


BISMOZYME, the 
renowned gastro- 


EASTERN ORUG CO. LTD. 
CALCUTTA.27 
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Vieamin By BP. Smg. Folic Acid 
Pyridoxine Hydrochi. B.P.C. Img. Vitamin Bia 


Nicotinamide B.P. 25 mg. Vitamin C 
Packings: Bottles of 12 and 100 sealed Capsules 


addition 


* LEVOMYCETIN POWDER (Aromatised) 
-+-@ new form of oral 
_ CHLORAMPHENICOL THERAPY 
for the convenience of 
every doctor and every child , 
Each 20 G. of the Powder contains 2.6 G. of Chloramphenicol 


Palmitate, equivalent to 1.5 G. of Chloramphenicol 8.P. 
Packings: | x 20 G. and 10 x 20G. 


® 
* LEVOMYCETIN capsuLes 
‘Each containing 250 mg. of Chloramphenicol B.P. 


Packings: Bottles of 12 and 100 sealed Capsules 


NEO-PHARMA PRIVATE LIMITED 


— Kasturi Buildings,Churchgate Reclamation, Bombay-! 


F 
~LEVOMYCETIN FORTIFIED 
Each capsule contains: 
CHLORAMPHENICOL 6.P. 250mg. Calcium Pantothenate U.S.P. 5 mg. ‘i 
B.P. mg. 
4 thone B.P. 0.5 mg. 
2 mg. 
B.P. Smeg. 
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LARGE RESEARCH 
MICROSCOPE “Ngok” 


SALIENT FEATURES : 
INTEGRAL ILLUMINATION 
COAXIAL COARSE AND FINE MOTION 
QUICK-CHANGING DEVICE FOR STAGE 
AND CONDENSER 
MONOCULAR AND BINOCULAR OBSERVATIONS 
ACHROMATIC, APOCHROMATIC AND 
_  PLANE-FIELD ACHROMATIC OBJECTIVES 
WITH SPECIMEN SAFEGUARD 


ves CARL ZEISS 


| JENA | (GERMAN DEMOCRATIC REPUBLIC ) 


Sole Agents in India: 


GORDHANDAS DESAI PRIVATE LTD., 
PHEROZSHAH MEHTA ROAD, BOMBAY -1. 


Branches : 


P-7, MISSION ROW EXTENSION, 
4/2B, ASAF ALI ROAD, 


22, LINGH! CHETTY STREET, MADRAS-1, 


A broad range vaginal antiseptic 


TRIKOCID OVULES 


Offers prompt control and complete cure of cases 
of Vaginitis, Pyogenic organisms, trichomonas and 
thrush. 


Each ovule contains: 
Sulphanilamide 
N. N’ dehydrozymethyi carbamide 
lodochiorhydroxyquinoline 
Pyridine-mercuric-chioride 
Urea 10 mg., Alum 10 mg. and 
Tannic acid 50 mg. 


Broadest spectrum in dysenteries 


ENTOZINE 
with 
Chloroquine 


Each Tablet contains : 
lodochioroxyquinoline 
Chloroquine Diphosphate 
Sulphadiazine 
Sulphaquanidine 


Mfd. in India by: 
HIND CHEMICALS LTD., KANPUR. 


| 
: 
F 
3 
eee 10.0 mg. 
ees +++ 0.162 gm, 
“a 
CALCUTTA-4. z 


“The combined use of an antibiotic 
and a corticosteroid is a valuable 
method in dermatology and it has 
considerably modified the general 
concept and treatment of many 
dermatological problems” 


— Huriez and Jamin, Bull. Mem. Soc. Fr. 
Derm. et. Syph. 3-288, 1959. 


SOFRADEX 
CREAM 


— Eczemas 

—Contact dermatoses 
—Localised pruritus 
where an infection 


34 gm. of cream representing: 
Dexamethasone acetate....... 0.1% 
Soframycin (framycetin sulphate)! 7 


One or two applications per day 
on previously cleansed lesions. 


35, Boulevard des Invalides, Paris 

Particulars and Supplies from : 

FRANCO - INDIAN ee 
Hornby Vellard, Bomba 
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oy COMPOSITION AND PRESENTATION 
Plastic vial containing 
: 
j ROU N SEL 
PRIVATE LTD. 
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To cure quickly and 
successfully Bacillary 

», Dysentery, Food poisoning and 
other infective diarrhceas 


COMPOSITION 
Each 30 ml. approximately contains : 
Neomycin Sulphate B. P. 0.30 gm. 
(Containing 0.21 Gm. Neomycin Base). 
Succinylsulphathiazole B.P. 3.00 gm. 
Phthalylsulphathiazole B.P. 1.50 gm. 


Pectin N.F. 0.30 gm. 
Kaolin B.P. 2.70 gm. 
Sodii Benzoas B.P. 0.35Y, 


Syrup, flavouring etc. upto 30 mi. 


JIDIMYCIN 


G, D. PHARMACEUTICALS PRIVATE LIMITED 1/1, NIVEDITA LANE, BOROLINE HOUSE @ CALCUTTA-3 


Introducing. ...... 
FOR EASY RESTORATION OF TRANQUILLITY 
IN BRAIN AT DIFFERENT DISTURBED FOCI, 


TRANQUILON tasters 


Each tablet contains: 

Meprobamate B.P.C. re 0.3 g. 
Reserpine B.P. ‘4 0.1 mg. 
Indicated in: Anxiety tension states, Insomnia, muscle spasm, 
premenstrual tension, psychosomatic states etc. 


Available in the packings of 25, 100, 500 and 1000 tablets. 
For detailed particulars, please write to: 


USAN LABORATORIES PRIVATE LIMITED, 


AMIN VILLA, 
13 DATTATRAY ROAD, 
SANTACRUZ WEST, 
BOMBAY-54. 


: 
tj 
we 
4 
: 


August 1, 1961 J. 1. M. A. Advertiser ix 


Dispeptal 


the enzyme dragée 


triple standardisation = 


triple protection 


triple effect 


for all digestive disorders 


Manufactured by 
BOEHRINGER-KNOLL LIMITED 


UNITED INDIA BUILDING, P, MEHTA ROAD, BOMBAY 1 


Sole Distributors : 
RALLIS INDIA LTD., Pharmaceutical Division, Post Box No. 229, Bombay-1 
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a well tolerated preparation for 
all infections of the intestines 


Each tablet contains: 
Phthal thiazole 
049G 


Ethoxydiamino-acridine 
lactate .. 10 mg. 


Available In convenient 


Strip packings of 6 and 12 
tablets. Tubes of 20 tablets. 


For Medical literature, samples & supplies please contact: 
Sole Distributors: 
KHATAU VALABHDAS & COMPANY 
Indian Globe Chambers, Fort Street, BOMBAY-I. 
Telephone: 261655. Telegrams: “SCARLET” 
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An old 
hematinic compound 
with the modern touch 


Available in bottles 
of 280 c.c. containing a 
pleasantly flavoured 


syrup 


Particulars from : 


FRANCO-INDIAN PHARMACEUTICALS PRIVATE LTD. 


Bapnu Ghar, Hornby Vellard, BOMBAY-18. 
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an effective choice of a corticosteroid 
may well depend on 

these 9 clinically established 

points 


initial therapy remarkably 
free from complications 
Allison, J. R., Sr., and Allison, 3. R.. Je: 
Monographs on Therapy 3:99 (October) 1958. 


no secondary hypertension — 
50 significant change in pulse, 
respiration, or blood pressure 
Shelley, W, B., et al. : 167: 959 

(une 21) 1938, 

Berntsen, C. A., Jr., et al., 

New York Rheumatism Association, Annual 
Meeting, New York, April 9, 1959. 


no excessive appetite 
Council on Drugs: J.A.M.A. 169: 257 
Ganuary 17) 1959. 


without unnatural psychic 
and rarely depresses the mood 


Shelley, W. B., et al.: J.A.M.A. 167:959 
(June 21) 1958. 

Council on Drugs: J.A.M.A. 169:257 
G@anuary 17) 1959. 


stimulation—does not stimulate 


inal 
compli 


Hartung. E. F.: J.A.M.A, 167: 973 
GQune 21) 1958. 


co co | co» 


Bongiovanni, A. M., et al. : J. Pediat. 53:3 
Guly) 1958. 


for choice corticosteroid 


4 mg., bottles of 19, 30 and 100. 


Supply 
Scored tablets: 1 mg., bottles of 20; 


| therapy consider... 


emchend Premchand Privete Limited 


§ CHEMICALS 


ty 

continuing therapy-maintenance 
doses are low 

Feinberg, S.M., ah: LAMA. 167: 58 
(May 3) 1938. 
no sodium or water retention— = 
low salt diet not necessary oe 

Hartung, B.F.: LAMA. 167: 97% 
Qune 21) 1958. 
absence of edema 4 

Council om Drugs: 169: 257 

Ganuary 17) 1959. 

less likely to create . 
electrolyte disturbance 
| BB — SARABH ARI 
A century of experience builds faith 
a of MANUFACTURERS OF SQUIBB MEDICINALS IN INDIA a 
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TREATMENT 
FOR AMGBIASIS 


TABLETS OF 


FUR AIMINIDIE 


ENTAMID®” FUROATE 


SAFE > SIMPLE EFFECTIVE 


SAFE — Furamide is completely non-toxic and causes no serious 
side-effects. 


SIMPLE — a simple ‘3-times a day’ dosage schedule for 10 days, 
with no enemas, no injections, no special diet, is all that is needed. 


MOST EFFECTIVE — Furamide has been found to be more 

effective against intestinal amoebiasis (acute and chronic) than any other 

amoebicide. Cure rates of 75-80% in the acute stage and 90-100% in the 

chronic condition may be expected. 
Furamide Tablets each contain 0.5 G Entamide (diloxanide) Furoate 

and are supplied in containers of 15 and 250. Further details gladly sent 

on request. 

* Furamide is an exclusive product of Boots Research. 
BOOTS PURE DRUG CO. (INDIA) PRIVATE LTD., 17, NICOL ROAD, BOMBAY-1. 
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4 For 
7 allrundown and 
debilitated conditions 
where a general tonic 

is indicated and 


symptomatic 

relief from coughs 

and colds and 
regular 


in cases of dietary administration 
or vitamin to prevent their 
insufficiency 


WATERBURY'S 
COMPOUND ‘COMPOUND 


SAFFRON LABEL 


In Waterbury’s Vitamin Compound (Saffron Label) | Waterbury’s Compound (Red Label) with 


the original formula of Waterbury’s Compound is Creosote and Guaiacol continues to be 
fortified by the additions of VitaminBi,Riboflavin-S available for patients with coughs, colds 
-Monophosphate - Sodium and Niacinamide. and respiratory conditions in general. 
Creosote and Guaiacol have been omitted. ; 

Both packs contain 468 ml. 


WARNER-LAMBERT PHARMACEUTICAL COMPANY 
(Incorporated in U.S.A. with limited liability) 
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ANNOUNCING 


the forthcoming 
New 10th Edition of 


THE...» 
MERCK MANUAL 


of diagnosis and therapy 


The new MERCK MANUAL incorporates and describes, 
recent diagnostic and therapeutic deve'opments. it 
offers broadened coverage with the addition of 20 new 
subjects. Each of its 21 main sections has been revised 
to include the most recent authoritative information. 
As in previous editions dating back 60 years, the book's 
objective is to provide the medical and allied profes- 
sions with a current reference so as to facilitate accurate 
diagnosis and effective treatment. 


Much new material added 


A wide variety of disorders, not covered previously, ap- 
pear in the new Tenth Edition. Disturbances of inorganic 
metabolism, dental end oral developmental defects, 
the malabsorption syndrome, group A streptococcal in- 
fections, toxoplasmosis, pulmonary granulomatoses, 
newly recognized viral diseases, and genetic metabolic 
anomalies are all included. 


Other revisions deal with the care of normal newborns 
and preschool children; antihistamine, thrombolytic, 
diuretic, and psychopharmacologic therapy; the der- 
matitides; resuscitation methods; tubeless gastric 


More than 100 authorities in various fields of medicine 
served as authors or consultants in the handbook’'s 
Preparation. Replete with indispensable prescriptions, 
along with nine special therapy chapters — conveniently 

grouped in one section and categorized according to in- 
dications and mode of action. 


Published by MERCK SHARP & DOHME RESEARCH 
LABORATORIES as part of a program of service to the 
medical and allied professions. 


MERCK SHARP & DOHME OF 
Affiliate of MERCK & CO., Inc, U.S.A., Dugal House, Backbay Reclamation Bombay | 


Larger and more useful than ever: 
@ over 1900 pages of the latest authoritative in- 
formation 


@ 384 chapters devoted to specific disease entities 

@ several hundred prescriptions, generically described 
for international use 

@ conveniently thumb-indexed — extensively cross- 
referenced 

@ pocket-size format (4144 x 634 inches) 

@ durable acid-resistant, gold-stamped Fabrikoid bind- 
ing — printed on strong light-weight paper 

@ Deluxe, gold-edged edition also available 


pay Fe Edition of the Merck Manual 

is internationally available, and may be ordered 
through your local dealer 
in scientific texts and publications. 


INDIA LIMITED 
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Hand 
in 
hand— 


To the highly skilled radiologist, 
radiographs of maximum diagnostic 
value are essential to enable him 

to form a clear and decisive opinion. 
Radiographs taken on ‘Kodak’ X-ray Film 
and processed in ‘Kodak’ Tested 
Chemicals are rich in detail, 

and correct‘in contrast...are reliable... 
help you to diagnose confidently, 
accurately. For ‘Kodak’ X-ray Film 
and ‘Kodak’ Tested Chemicals work 
hand in hand to give you consistently 
the finest results. ‘Kodak’ X-ray film 
and chemicals are manufactured 

with the finest material, s 
stored under ideal conditions and 
despatched to you factory fresh. 


for the finest results 


(incorporated in England with Limited Liabilicy) 
Bombay + Calcutta Dethi Madras 
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A SYMBOL 
IS MORE THAN 


Nearly forty years ago, the letters A.B. - taken from 
the initials of the manufacturers - were used as a sign 
to describe the first British insulin offered to the 

medical profession. 


The preference now given to A. B. Insulin in all parts 
of the world is based on trust and experience. 


Today, the letters A.B. are the symbol of all that can 
be desired in quality and performance. 


INSULIN A.B. 
LENTE INSULIN A.B. 
GLOBIN INSULIN A.B. 
PROTAMINE ZING INSULIN A.B. 


Throughout the world doct rs and diabetics 
tecognise A.B. as the symbol of reliability. 


Joint manufacturers and licencees : 


ALLEN & HANBURYS LIMITED e BRITISH DRUG HOUSES (india) PRIVATE LTD. 
(Incorporated in England : Limited Liability) 
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‘FURADANTIN’ 


broad spectrum 
rapid action 

safe 

minimal ‘resistance’ 
bactericidal 


*“FURADANTIN’, specific for urinary-tract infec- 
tions, is effective against Gram-Positive and 
Gram-negative organisms, including several 
strains such as Proteus and some Pseudomonas 
species which have become resistant to other 
agents 


SMITH KLINE & FRENCH (INDIA) LTO. 


(Incorporated in England with limited liability) 
141 Fort Street, Bombay |! 


Distributed by 
Pharmed Private Ltd. 
Bombay - Delhi - Calcutta - Madras 


‘Furadantin’ (trade mark) 
brand of nitrofurantoin 
Indian Pat. Nos. 56578/56 and 65396/58 
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To REDUCB 
HYPERCHOLESTEROLAEMIA 
and 
ARTERIOSCLEROSIS 


aa ALISTEROL is an ideal 

preparation with a high percentage 
of unsaturated fatty acids, Vitamin B, 
and Vitamin E in emulsion form. 


COMPOSITION : 
Each 30 4.4. of emulsion contains : 
Unsaturated fatty acid 11 gm, 
Vitamin B, 10 mg, 
ViaminEB 30mg. 


INDICATION : 


ALISTEROL is indicated in all cases of Hypercholesterolaemia, . 
Arteriosclerosis, Coronary insufficiency, Angina pectoris, Diabetes 
mellitus, Myxoedema, Liver disorders etc. and also prophylactically 
in elderly subjects to prevent Arteriosclerosis. 


posaGE: One tablespoonful three times daily or more according to 
the blood cholesterol concentration and dietary intake of 
saturated fats or as directed by the physician, with water 
fruit juice or milk 


by MEDICAL STORES (Mig) PRIVATE LTD. 


CALCUTTw 
Exclusive Distributors DEY°S MEDICAL STORES PRIVATE LTD. 
CALCUTTA + BOMBAY + DELHI + MADRAS + RATNA + GAUHATI CUTTACK 
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A New GLAXO Product 


A New Formula 


[ PREDSOLAN-H OINTMENT | 


specifically designed for 
RELIEF 
in external and internal piles and other 
ano-rectal conditions 


A CORTICOSTEROID (Prednisolone) to 
suppress inflammation and itching. 


Two ASTRINGENTS (Bismuth subgallate and 


the Tannic acid) to decongest and control 
formula bleeding. 
combines 
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in scientific 
and in 
industrial laboratories 


RASOTHERM.-Glass 
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Glass apparatus, Apparatus parts, 
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of 
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ruen SPOLAX 


1S THE RIGHT PRESCRIPTION 


People having constipation, due to low vitality, 
enfeebled digestion, nervous dyspepsia, 
sedentary habits, mental occupations, etc., SPOLAX 
is the answer. It swelis in the intestines by water 
absorption, moves the bowels absolutely in the 
order of nature, creates healthy appetite 

and removes the ‘jbiues’’. 

SPOLAX gives relief to sufferers of Piles and 
also helps to correct the condition. It aids in the 
proper functioning of the liver. 
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the percutaneous treatment of pains of 
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Capsicin 
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CONVALESCENT CARE 


Whenever an active, well-tolerated and palatable haematinic 
is required, there is clear indication for the use of 


Endorsed by over 25 years’ clinical experience 


COMPOUND 5 MCG. 
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PREDIGESTED PROTEIN PER OUNCE 
AND IRON Bottle of 300 c.c. (10 oz.) 
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AND 
PROLONGED 
RELIEF 
FROM 
PAIN 
AND 
ITCHING 


Prescribed more often 

than any other suppository 
or ointment in the world, 
ANUSOL quickly 

relieves haemorrhoidal pain, 
soothes irritation and 
hastens healing. 

Contains no anaesthetics or 
analgesics which mask 
more serious symptoms, 


Dosage: Anusol is to be 
used in the morning, at 
bedtime and following each 
evacuation. 
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Ointment - Tube of 28:35 gm. 
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for over 50 years 
the widespread use of 


reflects 


the high reputation earned among doctors 
and patients in India for this bland, 
non-staining iodine ointment 


Made in India by 
SMITH KLINE & FRENCH (INDIA) LTD. 
(Incorporated in England with limited liability ) 


141 Fort Street, Bombay | 


Distributed by 
Pharmed Private Ltd. 
Bombay — Delhi — Calcutta — Madras 
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Amul 


FOOD FOR BABIE 


marasmic babies. 


APPROXIMATE COMPOSITION 
per 100 grams of powder 


PROTEIN 22.0gm. VITAMINA 15001.U. 
FAT 18.0 gm. VITAMIN D 400 1. 
CARBOHYDRATE 52.0gm. VITAMIN C 30.0 mg. 
CALCIUM 1.0gm. VITAMIN 6, 0.6 mg. 
PHOSPHORUS O8gm. VITAMIN B82 1.0 mg. 
IRON 40mg. VITAMIN Be 0.3 mg. 


NIACINAMIDE 6.0 mg. 
100 as of nr > = = calories 
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é x) Manufacturers: KAIRA DISTRICT CO-OPERATIVE MILK PRODUCERS’ UNION LTD. 
VOLTAS LIMITED 
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>MILK FOOD 


Nourishing, easy-to-digest and palatable Amu! Milk Food was formulated by 
scientists of the Central Food Technological Research Institute. Before it was 
introduced in the market, infant feeding trials were carried out at the institute of 
Child Health, Calcutta, the Kalavati Saran Children's Hospital, New Delhi, Bala 
Mandir, Madras and the Centra! Food Technological Research institute, Mysore. 
Published results* showed that Amu! Milk Food is suitable for normal and 
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VITAMIN D 
VITAMIN B; 
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VITAMIN Be 
NIACINAMIDE 
VITAMIN C and IRON] 


in addition to protein, ti 
fat, carbohydrate, calcium 
and phosphorus 
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a clear case 


for gastro-duodenal 
ulcers & hyperacidity 


AFDER is so remarkably 

effective in treating gastro-duodenal 
ulcers because the special fine 

grain of the Bismuth Subnitrate 
used enables it to be deposited 

in the cavity of the ulcer, 

helping it to heal. 


AFDER also contains Di-hydroxy- 
aluminum Amino-acetate and Light 
Magnesium Carbonate which are 
extremely efficacious antacids, 
Sodium Carboxymethylcellulose 
which helps in forming a 
mucilaginous coating on the inside 
of the intestinal tract, Calamus 
Rhizome which has a toning up 
effect on the gastro-intestinal 
tract and Casanthranol, the 

new safe laxative, which prevents 
undesirable constipation. 


MANUFACTURED BY: 


for AFDER 


Each tablet of AFDER contains: 


Dihydroxyaluminum Aminoacetate N.F.0.3 Gm. 
Bismuth Subnitrate B.P.C. 0.3 Gm. 
Light Magnesium Carbonate B.P..... 0.2 Gm. 
Sodium Carboxymethylcellulose U.S.P. 100 mg. 
Pulv. Calamus Rad 25 mg. 
Casanthranol 2 mg. 


Available in bottles of 40 tablets. 


(Eastern) LTD 


24/26, TARDEO ROAD, BOMBAY 7 
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CALCUTTA 


ORIGINAL ARTICLES 


INTRODUCTION 


A comprehensive study, with a view to find 
out any morphological changes in the tissues of 
experimental animals as a result of feeding them 
with different edible fats commonly used as cook- 
ing media in India, was undertaken. The study 
involved prolonged administration of some of the 
cooking fats to young cockerels and examination 
of the various organs of the birds at the end of a 
definite period. It was of interest to find that in 
the birds which died during the period of experi- 
ment, certain gross changes in the testes were very 
frequent. While the testes of the birds fed with 
the different fats were greatly enlarged, those of 
the chicks fed with vanaspati (hydrogenated vege- 
table oils) were markedly small in size. On his- 
tological examination the atrophied testes appeared 
normal in most respects except that no or very 
few spermatozoa could be seen in the seminiferous 
tubules. This incidental finding of azoospermia 
in two of the cockerels dying during the experi- 
mental period warranted an elaborate investiga- 
tion to find out the effects of vanaspati and other 
cooking fats on the testes of cockerels. 

The present paper deals with only a segment 
of the study which was designed to elucidate 
the effects of various edible fats commonly used 
as cooking media in India, on the tissues of the 
experimental animals. The testicular changes des- 
cribed in this paper are the incidental findings of 
the more comprehensive study. 


Based on a paper presented at the 11th Annual 
Meeting of the Indian Association of Pathologists, held 
at Hyderabad on Ist-3rd December, 1960 


TESTICULAR CHANGES IN COCKERELS FED WITH VANASPATI 


A. K. BASU, B.sc. (HONs.), M.B.B.S. (HONS.), M.D., D.C.P. (LONDON), A.M.C., LT.-COL. 
Adviser in Pathology, Command Pathological Laboratory, Lucknow 
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MATERIALS AND METHOD 


In the original investigation several groups of 
pure bred Leghorn cockerels, 12 weeks old, were 
kept separately and fed with ‘standard poultry 
diet’ incorporated with different cooking fats, viz., 
sesame oil, mustard oil, groundnut oil, coconut 
oil, vanaspati (i.e., hydrogenated and vitaminised 
groundnut oil having melting point 37°C), buffalo- 
milk ghee and cow-milk ghee at a concentration of 
5 per cent by weight. The standard poultry diet 
was prepared in bulk. Its composition is given 
in Table 1. 


TaBLeE 1—SHOWING COMPOSITION OF THE STANDARD 
Pouttry Drier 


Stock grain mixture : 


Wheat ied ons .. 5 parts 
Bengal gram ope 


The mixed grain was coarsely ground in grinding 
stones and stored as ‘stock grain mixture’. 
The poultry diet consisted of : 


Stock grain mixture «- 1 part 
Wheat bran ove «+ 1 part 
Powdered quicklime 2 per cent 
Common salt percent 


(The above poultry diet contained 3-5 per cent of fat, 
i.e., ether-extractable substances) 


The birds were kept in separate cages, were 
not allowed to mix with pullets and did not have 
access to any foodstuff other than what was given 
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to them. The food mixture and plain water were 
given ad lib. On an average each adult bird 
consumed approximately 300 g. of the food mix- 
ture which contained, in the experimental group, 
15 g. of the cooking fat under study. The feed- 
ing was continued for a total period of 48 weeks. 
Some of the chicks were sacrificed at the end of 
8 weeks and others after 48 weeks of feeding. They 
were autopsied and the testes were removed and 
examined both grossly and microscopically. The 
histological examination consisted of study of 
both paraffin and frozen sections, the former after 
staining by haematoxylin-eosin and van Gieson’s 
methods and the latter after staining for fats by 
Sudan IV (Scharlach red) stain. The dimensions 
and weights of each testis were also recorded. 
Since morphologically abnormal and azoosper- 
mic testes were seen only in the group of cockerels 
fed with vanaspati in a preliminary study carried 
out earlier, in the latter study which was more 
comprehensive, an attempt was made to include, 
in the vanaspati group, only those cockerels 
which were ‘fertile’ as considered by the presence 
of mature and actively motile spermatozoa in the 
seminal fluid, which was expressed out in the live 
birds by a special technique. A slightly bent 
metal rod, with flattened blunt tip, was introduc- 
ed into the cloaca, after the rectum had been 
washed clean with warm saline. The rod was 
then slowly withdrawn while still pressing against 
the back so that the vas deferens got sequeezed in 
the form of milking. The small drops of white 
fluid which oozed out of the minute sex apertures 
were examined under the microscope for the pre- 
sence of actively motile spermatozoa. The cocke- 
rels in whom the spermatozoa could not be 
demonstrated were excluded from this investiga- 
tion as far as practicable. At least for the vanas- 
pati group not a single chick was selected which 
did not show spermatozoa in the seminal fluid. 
During the whole period of study, seminal fluids 
of the chicks were examined from time to time 
with a view to find out whether or not oligo- or 
azoospermia developed in any of them. 


RESULTS 


When compared with the dimensions and 
weights of testes of cockerels of the control group 
(which did not have access to any of the cooking 
fats) and also with those of the normal adult birds 
of the colony (Table 2), it was observed that testes 
of all the experimental birds were markedly 
enlarged in the early stage, i.e., at the end of an 
8-week period (Figs. 1 and 2, vide Plate). While 
enlargement of the organ was quite uniform and 
no deformity was seen, the actual size of the 


TABLE 2—SHOWING PHYSICAL MEASUREMENTS OF TESTES OF 


NORMAL ADULT COCKERELS. (50-80 WEEKS OLD) 


Size (cm) (Length x 


Serial No. BreadthxThickness! Weight (g.) (mean 


(mean of two testes) of two testes) 
1 2-4x1-3x 1-2 28 
2 3-1x1-4x1:3 3-9 
3 2°8x1-4x10 3-2 
4 2-7 
5 3-9 
6 2-8x1:3x1-2 35 
7 2-9 x1-3x1-3 3-9 
1-6 1-5 40 
9 2-7 x 14x13 3-8 
10 3-0x1-3x1+1 3-8 
Mean 2-9 x 1-4x1-2 35 


TABLE 3—SHOWING VARIATIONS IN SIZES AND WEIGHTS 
or TESTES OF COCKERELS FED WITH DIFFERENT COOKING 
FATs FOR A PERIOD OF 8 WEEKS 


Average mea- 
surements of 


No. of each testis Average 
Cooking fat testes (cm.) weight of 
examined (Lengthx testis 
Breath x (g-) 
Thickness) 
Sesame oil 6 «1:8 9-6 
Mustard oil 4 8-8 
Groundnut oil . 4 5-0 85 
Coconut oil 4 40x1-8x1-4 75 
Vanaspati 6 38 x 1-3 70 
Milk-ghee 
(buffalo) 2 42x1-9x1-7 78 
Milk-ghee 
(cow) ioe 2 3-9x1-6x 1-4 70 
Control (no fat) 4 2°5x1-3x1-2 22 
Normal birds 20 


testes varied considerably, without, however, hav- 
ing any significant relationship with any parti- 
cular fat (Table 3). Even in the same group, the 
size of the testes varied markedly. The micros- 
copic examination of the enlarged testes did not 
reveal any abnormality, except that the lumens of 
the seminiferous tubules, as seen in transverse 
sections, were larger than those seen in the con- 
trol birds. In most of the organs, minute fat 
globules could be demonstrated in frozen sections, 
but no other change in the cellularity of the tissue 
was evident. Evidence of active spermatogenesis 
was indicated by the presence of masses of mature 
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spermatozoa in the lumen of the seminiferous 
tubules. None of the cockerels had azoospermic 
testis. 

A different picture was however found in the 
cockerels which were examined at a later stage of 
the study, i.e., at the end of 48 weeks. Except 
the chicks of vanaspati group, all other birds had 
testes of almost the same size as those of the con- 
trol group, or were very slightly different. The 
enlargement of the testes, noticeable in the early 
stage was, therefore, transitory, and was perhaps 
caused by presence of excessive amount of fat in 
the diet of the birds. The organs returned to 
their normal size when the birds got accustomed 
to the high-fat diet. 

The most interesting observations were made 
in the cockerels of the vanaspati group, in which 
7 out of 8 birds had very markedly atrophic testes 
in comparison to those of the control group, and 
in contrast to the slightly enlarged testes of the 
birds of other experimental groups (Tables 4, 5). 
In the vanaspati group there was not a single 
chick which had testes larger than those of the 
control group. In fact some testes were even 
smaller than a bean (Table 6 and Fig. 3, vide 
Plate). 

It was noted that while the dimensions of 
testes varied, even in the birds of the same group, 
the variation was not very great, and further, the 
variation in dimensions, except in the vanaspati 
group, had no relation with the particular type of 
cooking fat consumed by the birds. Occasionally, 
in a cockerel, the two testes varied considerably 
in dimensions and weights. No change was 


TaBLE 4—SHOWING GROSS APPEARANCE OF TESTES OF 
COCKERELS AFTER 48 WEEKS’ FEEDING WITH VARIOUS 
CooKING Fats 


No. of No. of chicks in whom 
chicks ex- the testes were 
. amined at 
Cooking fat the end of larger smaller of same 
study than than size as 
period normal normal normal 
Sesame oil 8 5 0 3 
Mustard oil 6 3 0 3 
Groundnut oil ... 6 4 0 2 
Coconut oil 5 0 2 3 
Vanaspati 8 0 8 0 
Milk-gree 
(buffalo) ein 4 2 0 2 
Milk-ghee 
(cow) 4 1 0 3 
Control group 
(no fat) one 6 2 0 4 


TESTICULAR CHANGES IN COCKERELS FED WITH VANASPATI—BASU 


TaBLe 5—SHOWING VARIATION IN SIZES AND WEIGHTS 
or TESTES OF COCKERELS FED WITH DIFFERENT COOKING 
FaTs FOR A PERIOD OF 48 WEEKS 


Average mea- 
surement of Average 


No. of , weight 
Cooking fats testes aul — of each 
ngth x 
examined Breadth x testis 
Thickness) (8) 
Sesame oil che 16 32x16x1-4 42 
Mustard oil 12 35x 1-4 48 
Groundnut oil ... 12 3-8 x1-7x1-4 5-7 
Coconut oil Se 10 3-0x 1-5x 1-3 39 
Vanaspati 16 15x07 x05 14 
Milk-ghee 
(buffalo) 8 3-1x16x1-3 35 
Milk-ghee 
(cow) 8 3-0 x 15x 1-2 3-2 
Control group 
(no fat) ee 12 2-7x1-4x10 28 
Testes of normal 
Cockerels 20 1-4x 1-2 35 


TABLE 6—SHOWING VARIATIONS IN SIZES AND WEIGHTS OF 
TESTES OF COCKERELS FED WITH VANASPATI FOR 48 WEEKS 


Sizes (cm.) Weights (g.) 
Serial No. (Length x Breadth x Thickness) (mean of 

of cockerel (mean of two testes) two testes) 
1 1-0x0'5x0-4 0-2 
2 1:2x0-5x0°5 0-3 
3 1-4x0-6x05 1-3 
4 1-4x0°8x0°5 1-6 
5 1-4x0-5x0°5 15 
6 2:5x1:2x08 26 
7 15x08x0°6 1-9 
8 1-5x0-8x0°5 1-9 
Mean 1:5x0-7x0°5 1-4 
Control Group 2-7x1-4x1-0 28 
Normal 2-9x1-4x1-2 35 


noticed in the appearance and consistency of the 
organs, which were of normal shape and softness. 
The testes which were very much atrophic were 
however quite firm. 

On histological examination, except in the 
birds of the vanaspati group, very minor changes 
were found in the testes of cockerels of all other 
groups (Table 7). 

In frozen sections fat globules could be 
demonstrated in the parenchyma of some of the 
testes of all the experimental groups, though in 
some, the degree of fatty infiltration was greater 
than in others. There was however no relation 
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TaBLe 7—SHOWING HIsTOLOGICAL CHANGES IN THE TESTES OF ADULT COCKERELS AFTER 48 WEEKS’ FEEDING WITH 
DIFFERENT COOKING Fats 


Cooking fats given with the diet of birds 


Morphological changes observed 
So. MO. GO. co. V. MG(B). MG(C). Control 


Absence of spermatozoa pst 
Spermatozoa in lesser number ... 
Degenerated spermatid cells 
Absence of Sertoli’s cells 

Presence of fat globules 

Arterial changes dee 
No change ... que eee 
No. of birds studied ... 


oer Qnwoanua 
OCC SO 


SO 


The figures indicate the number of birds showing the changes in the testes. 
SO=sesame oil; MO=mustard oil; GO=groundnut oil; CO=coconut oil; V=vanaspati; MG(B)=milk-ghee 
(buffalo); MG(C)=milk-ghee (cow). 


between the type of cooking fat consumed by the lumen of most of the tubules were either empty 
bird and the amount of fat globules present in the or filled with degenerated cells, but not a single 
frozen sections of the testes. spermatozoon could be seen in most testes. 
In the control group, the testicular structure | Evidences of spermatogenesis were however still 
was more or less similar to that seen in normal present as shown by mitotic activity in the appar- 
adult chicks, including the presence of masses of ently normal looking spermatogonium cells. 
mature spermatozoa in the seminiferous tubules. Another interesting feature was absence of Ser- 
All the various types of cells which are seen in  toli’s cells in some of the testes. In the frozen é 
the normal testis, viz., spermatogonium cell, sections fat globules were not very conspicuous, 
spermatocytes, spermatid cells, Sertoli’s cells and their number being much less than found in the 
Leydig’s cell of the interstitial tissue could be vegetable oil groups. 


In 2: An important feature which was seen mostly 
rr th in the vanaspati group but rarely in others were 
was found in majority 0 ° “ changes in the blood vessels similar to those seen 


mental in the aorta and arteries of other organs. The 
amount of fat globules were nse in the intersti- wall of the vessel hon considerably thickened, the 
tial tissue of the testes of those birds which were titchoning being both in the media and = the 
having some type of cocking fat (Mig..4, vide intima (Fig. 6, vide Plate). At places the lining 
projections of cellular s, and in some others 
Characteristic lesions could ve be a empty clefts denoting presence of fat, were seen 
strated in the anaes? of almost ~es ey Rye in the intima. In frozen sections minute fat 
which were fed or globules could be demonstrated both in the inti- 
mal and medial layers. Occasionally the lumen 
in 2 birds. In the the considerably narrowed by proli- 
cocked af thie-group motare ferated intimal cells, and at places there was al- 
most complete occlusion of the lumen. While 
almost and birds of other experimental — the 
appearance. In all other birds the absence or re- lesions in them were never associated with paren- 
duction of the spermatozoa was also associated chymatous changes described above. 
with marked degeneration of the spermatocytes In only two cockerels of the experimental 
and spermatid cells (Fig. 5, vide Plate). In some group, one fed with mustard oil and the other 
the seminiferous tubules were very compactly with groundgut oil, complete absence of sper- 
placed in comparison to those of normal ones, and matozoa was noticed in the lumen of the semini- 
had the appearance of immature testis. The ferous tubules. In these two birds, however, 
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atempts to collect seminal fluid before the com- 
mencement of the experiment, with a view to 
demonstrate the presence of actively motile sper- 
matozoa, had not been successful. It is possible 
that both these cockerels were inherently sterile 
and the spermatozoa were absent in their testes 
from the beginning. 


DISCUSSION 


Several workers in India and abroad have car- 
ried out extensive studies on the nutritive values 
of different dietary fats. During the last war 
period, when supply of butter was limited, several 
experimental studies were made on the nutritive 
values of margarine as compared to that of butter 
fat. But some of the reports are very conflicting. 
Thus Henry et al (1945) observed that there was 
no difference in the nutritive properties of butter 
fat and in those of other edible vegetable fats. 
Many other workers are also of similar opinion 
and they have confirmed that after adequate forti- 
fication with vitamins, margarine and other vege- 
table oils, e.g., olive, groundnut, maize, cotton- 
seed or soya-bean oils are not inferior to butter 
in growth promoting qualities. They have thus 
concluded that the fats in butter and margarine 
have essentially the same nutritive value. On 
the other hand, some workers like Schantz et al 
(1940), Boutwell et al (1941), Boer and Jansen 
(1943) have reported that for promoting growth, 
butter fat is superior to margarine and other 
vegetable oils, even when the latter are fortified 
with vitamins A and D. 


In this country, the relative nutritive merits 
of raw and hydrogenated vegetable oils on the one 
hand and clarified butter (e.g., milk-ghee) on the 
other, have been extensively studied by various 
workers, again with conflicting results. Thus 
Ray and Pal (1947) observed that the growth 
rates of rats fed on a suboptimal diet plus hydro- 
genated vegetable oils (vamaspati) were signifi- 
cantly lower than those fed on the same diet 
plus milk-ghee. Using chicks as the experimen- 
tal animals, they observed symptoms of vitamin 
B-deficiency dermatitis and poor growth among 
vanaspati-fed ones but not in those having milk- 
ghee. 


The studies in various research institutes car- 
ried out under the auspices of the Ministry of 
Food and Agriculture of the Government of 
India and the Council of Scientific and Industrial 
Research (C.S.I.R., 1952), showed that there was 
maximum gain in weight in the rats when fed 
with milk-ghee when compared to those fed with 
any other cooking fat studied, and that the gain 
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was minimum with vanaspati. A greater degree 
of infertility was observed in the animals fed with 
the different fats but it was not determined 
whether the cause of sterility was in the male or 
in the female animals. In general it was seen 
that while milk-ghee was associated with the 
highest fertility ; other fats, e.g., vanaspati and 
groundnut oil did not show any significant differ- 
ence in the fertility. 


Comprehensive studies on changes occurring 
in the various tissues of the experimental animals 
consequent to prolonged administration of differ- 
ent cooking fats do not appear to have been made 
by any worker, less so on the reproductive organs. 
While studying atherosclerosis produced experi- 
mentally in the chicks by feeding them with 
cholesterol, Dauber and Katz (1943) encountered 
a high incidence of small, undeveloped testes in 
the chicks fed with cotton-seed oil and also in 
those fed with cholesterol suspended in cotton- 
seed oil. Similar lesions were also seen in the 
chicks which were underfed. Whether the atrophy 
of the testes were due to cotton-seed oil or to 
under-feeding resulting from overfeeding with a 
fat, could not be definitely established, but since 
the sexual underdevelopment occurred in all birds 
except in the control group, cholesterol by itself 
could not be incriminated for it, neither could 
the blood vessel changes which occurred only in 
the cholesterol-fed birds have any relation. 


In the present study, cholesterol was not 
administered to any of the experimental birds 
which were fed with normal poultry diet mixed 
with various cooking fats under study. The 
lesions noticed in the testes of the birds could 
therefore be attributed to the effects of a parti- 
cular fat, specially when the birds of the control 
group living under similar environments and havy- 
ing exactly a similar diet without any of the cook- 
ing fats, did not show any morphological change. 


It seems likely that the sexual overdevelop- 
ment, so evident in the initial stage in all the 
chicks excepting in those of the control group, 
is the result of over-consumption of fat and there 
does not appear to exist any relation between the 
hypertrophy of the testes and any particular 
cooking fat, the degree of hypertrophy being al- 
most similar in all the groups. There are evid- 
ences to show that the hypertrophied organs con- 
tain considerable amount of fat, and it is prob- 
able that the enlargements were solely due to 
fatty infiltration in the interstitial and germ cells. 
Histologically, no change other than presence of 
excessive fat could be demonstrated. The semini- 
ferous tubules were normal in appearance and 
were suggestive of normal spermatogenesis with 
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development of mature spermatozoa in all the 
groups. 

On prolonged administration of the fats, 
more pronounced and interesting morphological 
changes were observed as evidenced from micros- 
copical studies. The changes are characteristi- 
cally more pronounced in the vanaspati group 
than in others. While the testes of chicks of all 
the groups were considerably reduced in size in 
comparison to those seen in the initial stage, 
those of the vanaspati group were markedly 
atrophied. The testes were smaller and firmer 
than the normal ones and microscopically many 
had a solid appearance with tiny undeveloped 
tubules containing not a single spermatozoon. 
The frequent occurrence of azoospermia or oligo- 
spermia in the chicks of vanaspati group and not 
in other groups, is an important observation 
deserving great consideration. Similar defects in 
spermatogenesis was seen, only very infrequently, 
in the chicks of other experimental groups, but 
in none of the control group. 

The reason of the testicular changes and defec- 
tive spermatogenesis is not very clear. Certain 
drugs have recently been shown to have marked 
anti-fertility effect. These are mostly radio- 
mimetic chemicals having chemically reactive 
alkylating groups. Thus, Hendry et al (1951) 
while investigating the effects of various ethylene- 
amino derivatives no the growth of neoplastic 
tissues observed that the chemical triethylene 
melamine (Tretamine or briefly TEM) could pro- 
duce morphologically demonstrable changes to 
germinal epithelium of the testes. These con- 
sisted of lesions varying from loss of spermato- 
genesis with cell desquamation in a few tubules 
to complete atrophy of the testes. Later Jack- 
son and Bock (1955) and Bock and Jackson (1957) 
observed that TEM produced temporary sterility 
in male rats, and the damages caused by the 
chemical was on the late spermatocytes or on 
early spermatids only and not on the spermato- 
gonia nor on the maturing spermatozoa. Thus 
the infertile animals still continued to produce 
morphologically normal-looking motile spermato- 
zoa. Oligo- or aspermia was never produced. 
They observed that the anti-fertility effect of the 
ethyleneamino compounds with 3 alkylating 
groups was maximum and least with compounds 
having one such group. Steinberger et al (1959) 
observed that while in smaller doses TEM pro- 
duced no histologically demonstrable effect on 
germinal epithelium of testis of rats, though sub- 
fertility or infertility was produced, in higher 
doses a destruction of the spermatogonia and 
spermatocytes followed by a maturation depletion 
of the germinal epithelium was noticed. Jackson 


et al (1959) observed that another radiomimetic 
chemical of sulphonyloxyalkanes group, viz., 
busulphan (CH,.SO,.0.(CH,),.0.SO,.CH;) has 
very high selective action on spermatogenesis, but 
contrasting with the action of tretamine. Busul- 
phan is a nucleotoxic alkylating tumour inhibitor, 
but it also interferes with the development of 
spermatogonia, and frequently causes extensive 
damage, with complete destruction of the germinal 
epithelium resulting in oligo- or aspermia. ‘Thus 
the action of the chemical is mainly on the early 
stage of spermatogenesis, preventing development 
of new spermatogonia. The seminiferous epi- 
thelium is systematically depleted of spermato- 
gonia, spermatocytes, spermatids and finally 
spermatozoa. 


Spitz (1948) had reported testicular degenera- 
tion in men treated with nitrogen mustard. 
Landing et al (1949) and Kindred (1952) demons- 
trated that the alkylating agents of the nitrogen 
mustard group produced testicular damage in ex- 
perimental animals. Kindred (1952) observed severe 
damage to germinal epithelium of the rat testis. 
The damage was however not localised to any 
particular type of cells, but there were conspicuous 
changes in the spermatogonia and spermatocytes. 
In most severely damaged testes, tubules contain- 
ing only Sertoli’s cells and spermatogonia could 
be seen. 


It would thus be evident that though spermato- 
gonia are the most radiosensitive cells of the 
germinal epithelium, these are relatively insuscep- 
tible to the various radiomimetic compounds. The 
cells of later phases of spermatogenesis are how- 
ever very sensitive to interference by these sub- 
stances. It may also be recalled that most of the 
chemicals having anti-fertility effects, viz., TEM, 
busulphan, are also carcinogens. There is how- 
ever no relation so far seen between carcinogeni- 
city and anti-fertility activity of any substance. 


The observations made in the present study 
have certain similarity to those found in the testes 
of the rats after administration of an alkylating 
chemical. In both instances selective damage to 
the germinal epithelium affecting the spermato- 
genesis were seen. In the present study, selective 
damage to the cells of spermatogenesis, was seen 
in the testes of cockerels fed with vanaspati. The 
selectivity was characterised by damage to the 
cells of later stage of spermatogenesis, i.e., the 
spermatids and the spermatozoa, resulting in oligo- 
or azoosperima. The cells of the earlier stage, 
i.e., spermatogonia and primary spermatocytes 
appear to remain unaffected. The reason for this 
selective action is not clear but since the hydro- 
genated vegetable oil has no chemically reactive 
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alkylating groups, its anti-fertility effect could not 
possibly be compared to that of TEM, busulphan 
and others. 


It is well known that growth, functional inte- 
grity and activities of the testis are controlled by 
various factors, viz., gonadotrophic hormone of 
the anterior pituitary, vitamins A and E, etc. 
The sterility effect of the common pea (Pisum 
sativum) is said to be due to the active principle 
of its oil, m-xylo-hydroquinone, which interferes 
with the action of gonadotrophin and progesterone 
(Sanyal, 1949, 1960). Whether hydrogenated 
vegetable oil contains some such substance which 
has destructive or interfering action on the above 
vitamins or hormones, or whether there is 
adverse effect on the utilisation of the hormones 
or of the vitamins, is yet to be determined. In 
general development and appearance, however, 
none of the birds of the vanaspati group was in 
any way different from the birds of the other 
groups, or had any evidence of hormonic dis- 
balance or vitamin deficiency (Fig. 7). 


Klinefelter et al (1942) have described an 
uncommon syndrome in which the seminiferous 


Fic. 7—SHOWING COCKERELS FED WITH COOKING 

FATs FOR A PERIOD OF 48 WEEKS. (A=FED WITH 

SESAME OIL; B=FED WITH VANASPATI.) NO DIFFER- 

ENCE BETWEEN THE TWO IS NOTICEABLE. THERE IS 

NO EVIDENCE OF HORMONIC DISTURBANCE OR 
VITAMIN DEFICIENCY IN ANY 


TESTICULAR CHANGES IN COCKERELS FED WITH VANASPATI—BASU 
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tubules are severely damaged leaving only the 
germinal epithelium and Sertoli’s cells and result- 
ing in aspermia, and without affecting the inter- 
stitial cells. This syndrome is supposed to be 
caused by loss of some factor which has inhibitory 
control over the anterior pituitary. The testicular 
changes seen in this syndrome are almost similar 
to those found in the cockerels during the present 
study, suggesting thereby that the ‘inhibitory 
factor’ might get destroyed by the effects of 
hydrogenatéd fats. 


All vegetable oils contain certain steroids 
which have structure very similar to that of other 
steroids of physiological importance, e.g., choles- 
terol, androgens, corticoids, etc. During the 
process of hydrogenation, the steroids of the 
vegetable oils may get structurally changed to 
some compound that might adversely affect the 
steroids like androgens which prevent degenera- 
tion of the seminiferous tubules and maintain 
spermatogenesis. 


It is also to be considered whether or not the 
blood vascular changes observed in the vanaspati- 
fed chicks are in any way related to the testicular 
changes observed. As in many organs, the blood 
vessels of the testis was also found markedly 
thickened and frequently obliterated. This by 
obstructing the blood flow might adversely affect 
the nutrition of the organ resulting in degenera- 
tion of the cells of the seminiferous tubules. In 
many instances Sertoli’s cells had disappeared 
along with other cells of the germinal epithelium. 
Since Sertoli’s cells are responsible for nutrition 
of the spermatozoa, their absence might be related 
to degeneration of the spermatozoa, leading to 
oligo- or aspermia, observed in many cases. 


While no definite explanation for the occurrence 
of the various changes observed in the testes of 
vanaspati-fed cockerels can be given at this stage, 
there are ample evidences already available which 
impress the necessity of further continuance of the 
study with the object of finding out the exact 
mechanism of the changes observed and to find out 
the exact factor which is present in the vanaspati 
and is responsible for the various morphological 
changes in the organ. 


SUMMARY 


Certain morphological changes have been 
observed in the testes of cockerels fed with various 
cooking fats, the maximum being in the birds fed 
with vanaspati, a hydrogenated vegetable oil. The 
changes varied with the duration of the period of 
feeding, the most characteristic ones at the early 
period, being marked enlargement of the testes 
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without any adverse effect on the seminiferous 
tubules. On prolonged feeding with vanaspati, 
the testes got markedly atrophic with degeneration 
of some of the cells of the seminiferous tubules 
and oligo- or azoospermia. Such changes were not 
seen in chicks fed with vegetable oils or milk-ghee. 
The mechanism of the testicular changes and their 
relation to vanaspati has not been established. 
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CLINICAL EVALUATION OF A NEW 
CARDIAC GLYCOSIDE : 
ACETYL DIGITOXIN 


S. C. SRIVASTAVA, MD. 
Cardiologist 
Cardiology Unit, District Hospital, Bareilly 
AND 


A. H. KHAN, M.R.C.s. (ENG.), D.O.M.S. 
Civil Surgeon, Bareilly 


In the management of congestive cardiac 
failure, a whole range of digitalis preparations has 
been used and evaluated. With the availablity of 
a new cardiac glycoside, acetyl digitoxin, we 
were prompted to conduct clinical trials and 
evaluate its therapeutic utility. The drug has 
been used in other countries. It has been pointed 
out that acetyl digitoxin is a useful addition to the 
list of cardiac glycosides and possesses very little 
toxicity. Literature on the use of this new 
cardiac glycoside is very scanty, and at the begin- 
ning of the present clinical trials no published 
report from this country was available. Since then 
Damany and Kamat (1960) have reported their 
observations on a series of 25 patients treated by 
acetyl digitoxin. 

Derived from Digitalis lanata, acetyl digitoxin 
is obtained as an intermediate product in the 
degradation of lanatoside-A by removal of one 
molecule of glucose. A white crystalline powder, 
it is the only cardiac glycoside obtained by con- 
trolled enzymic action. Its gastro-intestinal rate of 
absorption has been assessed to vary from 67 to 
100 per cent (Léffler et al, 1954 ; Goldfarb et al, 
1956). The rate of dissipation is less than that of 
lanatoside-C, being 14 per cent as reported by 
Léffler et al (1954). Thus, it is a suitable drug for 
maintenance therapy. 

To achieve 10 per cent reduction in ventricular 
tate in atrial fibrillation, it takes 10 to 20 minutes 
and 2 to 4 hours on intravenous and oral adminis- 
tration respectively. As judged by its effects on 
the failing canine heart-lung preparation, it has 
1°4 times the potency of digitoxin (Hafkenschiel 
and Cerletti, 1954). Léffler et al (1954) report the 
loss of digitalis effect to vary from 4 to 14 days 
after stoppage of its administration. Among the 
untoward effects, gastro-intestinal symptoms pre- 
dominate and precede other toxic effects. Common 
toxic manifestations are anorexia, nausea, vomit- 
ing, diarrhoea, giddiness, amblyopia and extra- 
systoles. Also, the toxic symptoms disappear 
earlier than with any other drug of the digitalis 
group, once the drug is stopped. 
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Fig. 1—Photograph showing hypertrophied Fig. 2—Photograph showing testes of cockerels fed with different cooking 
testes of cockerel fed with vegetable oils fats for a period of 8 weeks. ( a=control ; b= milk-ghee ; c==vanaspati 5 


for 8 weeks, d—mustard oil ; e=sesame oil ). 


Fig. 3—Photograph showing testes of cockerels fed with Fig. 4—Microphotograph showing section of testis of cockerel 
ditferent cooking fats for a period of 48 weeks. of the vegetable (sesame ) oil group. All types of cells of 
(a=control; b & c==vanaspati; d-=sesame oil; seminiferous tubules are present, and active spermatogenesis is 
e—mustard oil ). evidenced by presence of masses of mature spermatozoa in the 

lumen of the tubules ( high power ). 


Basu—Testicular Changes in Cockerels Fed with Vanaspati (p. 103 ) 


ENGRAVED & PRINTED BY REPRODUCTION SYNDICATE. CALCUTTA & 
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Fig. s—Microphotograph showing testis of cockerel fed 

with vanaspati for 48 weeks. The normal architecture is 

greatly obliterated with degeneration of all types of cells 

of spermatogenesis. The lumen of the tubule is filled 

with debris of degenerated cells. Not a single spermato- 
zoon can be seen. 


Fig. 6—Microphotograph of testis of vanaspati-fed chick 

( 48 weeks ), showing a thickened blood vessel with 

irregular endothelium. The thickening of the intima is 

more marked, A large number of fat glubules are 

seen in the wall of the vessel. The lumen is partially 
obliterated. 


Basu—Testicular Changes in Cockerels Fed with Vanaspati (p. 103) 


Fig. 2—Microphotograph showing amyloid substance masking the 

Malpighian body — only afew rows of surviving lymphocytes in the 

periphery of the remnants of the Malpighian body are seen (Case 2). 
(H. & E. x 120) 


Reppy et al—Amyloidosis in Guntur (p. 120) 


Fig. 1—Photograph of cut surface of spleen, 
treated with iodine solution and H,SO4, showing 
typical ‘sago spleen’ appearance ( Case 2 ). 
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MATERIAL AND METHOD 


Material for this study was drawn from the 
indoor patients of District Hospital, Bareilly. 
Forty patients, thirty-one males and nine females, 
suffering from congestive cardiac failure of various 
aetiology were included in the study. Age varia- 
tion was from 15 to 62 years, there being one child 
aged three years. The basic aetiology of the 
series is shown in Table 1. 


TABLE 1—SHOWING DISTRIBUTION OF CASES ACCORDING TO 
PATHOLOGICAL CONDITIONS PRESENT 


Pathological condition No. of cases 


Chronic rheumatic valvular disease 
Chronic cor pulmonale ... 
Hypertensive heart disease 
Postmyocardial infarction 
Diphtheritic carditis 

Syphilitic aortic incompetence 
Unknown condition 


Total ... 40 


All the patients had established congestive 
heart failure with mild to generalised oedema. All 
of them were put on bed rest, a salt restricted diet 
and diuretics in the form of initial parenteral 
mercurials followed by oral chlorothiazide. Clini- 
cal details of the series are given in Table 2. 
Three different dosage regimes of acetyl digitoxin 
were used. Twenty-five cases received 0°2 mg. 
orally every eight hours ; twelve cases received 
0°4 mg. orally every eight hours; while three 
cases of severe decompensation had the drug intra- 
venously in doses of 0°2 mg. every eight hours. 
This dosage schedule was used till the patients 
were digitalised and total digitalising dose thus 
added up. Digitalisation was assessed by noting 
the symptoms, ventricular rate and other physical 
signs. Maintenance dose was 0°2 mg. daily in 25 
patients, 0°4 mg. daily in 14 patients and only 
0'l mg. daily (Case 6) in one patient. The 
patients were observed under this maintenance 
therapy for an average of three weeks, though some 
of them were kept on for over two months, and 
one died on the eighteenth day of treatment. 


OBSERVATIONS 


The results in the three different dosage 
schedules are given in Tables 3, 4 and 5, which 
list total digitalising dose, period of digitalisation, 
and toxic manifestations observed during this 
period. These tables show clearly that the total 
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dose as well as the period of digitalisation varied 
considerably, independent of other factors like age, 
sex, degree of failure, etc. But a closer inspection 
reveals that in the first schedule, i.e. 0°2 mg. eight 
hourly by oral route (25 patients were thus 
studied), not one could be under control at the end 
of first twenty-four hours ; while in the second 
schedule, viz 0°4 mg. eight hourly, two out of 
twelve were digitalised ; and two out of three were 
digitalised at the end of the same period when the 
drug was given intravenously. 

In schedule I (Table 3) the period of digitalisa- 
tion varied from the end of 48 hours to 96 hours ; 
10 patients out of 25 needed a total of 1°8 mg. of 
acetyl digitoxin by the end of 72 hours, there 
being no toxic reactions in this group. One 
patient (Case 6, vide Table 2) suffering from 
diphtheritic carditis was put on 0°1 mg. 8 hourly 
for 48 hours and was not under proper control, 
developing occasional vomiting and extrasystoles. 
He was then put on 0°1 mg. daily as maintenance 
dose for subsequent days, but died on the 18th 
day. This case may be included among those who 
developed toxicity, though progress of diphtheritic 
carditis to a stage of decompensation is nearly 
always bad and eventually fatal. 

In the second schedule (Table 4), two patients 
were digitalised at the end of 24 hours ; total dose 
for each being 1°2 mg. But the maximum number, 
i.e. 8 out of 12 patients required a digitalising dose 
of 2°4 mg. ; none having any side-effects. One 
patient needing 3°6 mg. developed anorexia, vomit- 
ing and alternating extrasystole, while the other 
who had 4°8 mg. was free from any untoward effect. 

Three patients of severe cardiac decompensation 
were given the drug intravenously. Two of them 
were given 0°2 mg. I.V., 8-hourly for 3 injections 
and were successfully digitalised ; while the third 
required four injections. None had any untoward 
effect due to the drug. 

In total, six patients of the series exhibited 
toxic reactions to the drug. All had gastro-intesti- 
nal symptoms like anorexia (6 cases), nausea (6 
cases), vomiting (2 cases), diarrhoea (1 case), 
while only two developed extrasystoles. In all 
these cases the drug had to be stopped for 24 to 48 
hours and restarted in the maintenance schedule 
without return of any side-effects. One patient 
died eventually and has already been referred to. 
While on maintenance therapy, three patients 
developed gastro-intestinal symptoms during the 
third week. Incidentally, all of them were put on 
a maintenance dose of 0°4 mg. a day. The drug 
was discontinued for 24 to 48 hours, restarted at 
0°2 mg. a day and again raised to 0°4 mg. daily. 
Thus nine patients developed one or the other 
side-effects. 
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TaBLE 2—SHOWING CLINICAL Data OF 40 CASES 


Digitalisation 


Before After Acetyl Period of 
S.No. Name tinical diagnosis digitoxin side-effects 
Sex Heart Heart (dose /24 hrs.) cation 
ema sate Oedema (hours) 


1 RN 28M Rh. M.S. with M.I. 110 +++ 90 ++ -2 mg. 8-hourly 48 P 
2 P 35 M Rh. A.I. 100 ++ 84 ++ Do 48 — 
3 LD 2F Rh. M.S. with M.I. 104 ++ 90 + Do. 48 _ 
4 LDS 344M M.I. 100 86 Do. 48 
5 RD 48M Do. 108 ~ 84 - Do. 48 _ 
6. PEK 3MCh Acute diphtheritic 140 Slight 120 — ‘1 mg. 8-hourly 48 Expired after 
carditis 18 days of 
treatment 
BC 18M Rh. M.I. 100 ++ 86 +  ‘2mg. 8-hourly 72 
8. B 23 F Rh. M.S. with M.I. 120 ++ 100 + 2mg.8hourly 72 - 
and Rh. A.I. 
9. TR 45M Chronic cor pulm. 106 ++ 80 + Do. 72 
10. BC 60 M Do. 100 ++ 82 + Do. 72 — 
ll. DL 4M Do. 110 +++ 94 + Do. 72 _- : 
12. BSV 60M Syph. A.I. 104 + 84 Slight Do. 72 _ 
13. SG 30M Unknown 130 +++ 100 ++ Do. 72 _ 
14. ON SOM M.I. 106 + 82 Slight Do. 72 om 
15. OPT 48M Hypertension 98 + 78 Slight Do. 72 pare 
16. ID 18 F Rh. M.S. with M.I. 130 ++ 100 + Do. 72 _- 
17. cD 28 F Rh. M.S. with M.I. 120 ++ 100 + Do. 96 _- 
S. 25 22M Rh. M.S. with Rh. 110 + 80 Slight Do. 96 Nausea : 
M.I. and A.I. 
19 AH 34M _ Syph. A.I. 104 + 82 Slight Do. 96 - ii 
20 RP 50M _ Hypertension 100 78 Slight Do. 96 
21. ZU 42M _ Chronic cor pulm. % +++ 74 + Do. 96 Nausea E 
22. AA 30M Do. 102 ++ 88 + Do. 96 a 
23 HCL 26M Rh. A.I. 116 ++ 90 + Do. 96 =_ 
24 MC 3M Rh. M.I. 100 +++ 74 + Do. 120 Nausea & vo- 
miting 
2s. LS 25M Rh. M.S. with M.I. 130 +++ 86 ++ Do. 120 Vomiting, 
with Rh. A.I. ; Diarrhoea, 
Extrasystole 
26. SG 62M Hypertension 110 ++ 82 +  -4mg. 8-hourly 48 - 
27. CB 27F Rh. M.S. with M.I. 100 ++ §2 + Do. 48 -- 
28. JL 38 M Rh. M.I. 104 + 80 Slight Do. 24 _ 
29. KNS 18M Rh. M.S. with M.I. 98 + 76 Slight Do. 24 _ . 
30. KW 20F Rh, A.I. 106 ++ 90 oa Do. 48 _ 
31. AR 31M Rh. M.S. with M.I. 130 +++ 94 + Do. 72 ~=Alternating 
Extrasystole 
Nausea, anae- 
mia 
32. TA 15M Rh. A.I. 100 + &4 Slight Do. 48 a 
33. RS 45 M Unknown 120 ++ 90 - Do. 96 -- 
34. IA 60 M Cor pulmonale 110 +++ 92 + Do. 48 _ 
35. CB 45M Do. 104 ++ 86 + Do. 48 _ 
36. P $2 F Do. 100 ++ 80 Slight Do. 48 
37. sD 20 M Rh. M.S. with M.I. 104 ++ 86 + Do. 48 —_ 
38. KS 18M Rh. M.S. M.I. Rh. 140 +++ 90 + ‘2 m. 8-hrly., 48 — 
LV. 
39. DM 9M Rh. M.S., Rh. AT. 142 ++ 100 + Do. 24 a 
40. LB 23 F Rh. M.S. with M.1. 150 ++ 94 _ Do. 48 oa 


.M.S.=Rheumatic mitral stenosis ; M.I. = Myocardial infarction ; Rh.A.I.=Rheumatic aortic incompetence ; Rh.M.I. = 
Rheumatic mitral incompetence. 
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TABLE 3—SHOWING RESULTS WITH ACETyI, DIGITOXIN IN 


tyl 
of Digitoxin 
(hours) (mg.) 
24 0-6 _ 
1-2 One irregularly con- 
trolled. Died 
1:8 
24 Anorexia and nausea 
in 2 cases 
3-0 Anorexia, nausea and 
vomiting 
36 Same with extrasys- 
tole 


TaBLeE 4—SHOWING RESULTS WITH ACETYL DIGITOXIN IN 
Doses or 0-4 MG. ORALLY 8-HOURLY 


Attheend Acetyl 
of digitoxin 
(hours) 


No. of 
cases 


Toxicity 


Anorexia, nausea and 
alternating extra- 
systole 


TABLE 5—SHOWING RESULTS WITH ACETYL DIGITOXIN IN 
Doses oF 0-2 mG. I.V. 8-HOURLY 


‘Acetyl 
of digitoxin 
(hours) (mg.) 


No. of 
cases 


Toxicity 


While conscious of the fact that simultaneous 
clinical comparison with other standard cardiac 
glycosides along with a trial of the kind we have 
presented, would have given a clearer idea in 
respect of the therapeutic efficacy of the new glyco- 
side under consideration, we refrained from mak- 
ing the data unnecessarily voluminous as the 
effects of the standard glycosides are too well 
known. 

The literature on acetyl digitoxin in the digi- 
talising schedule is not in agreement. While Gold 
(1957), Goldfarm et al (1956) and Doherty (1955) 
advocate single dose digitalisation by 1°6 to 22 


mg. of acetyl digitoxin ; others like Dann et al 
(1957) Léffler et al (1954) and Brill et al (1956) 
advocate 24 hour digitalisation with 1°6 to 3°0 mg. 
of the drug. Further, other authors like Crouch 
et al (1956), and Damany and Kamat (1960) prefer 
slow digitalisation with the average corrected 
digitalising dose varying from 1°4 to 2°8 mg. 
While not disagreeing with calculation of corrected 
digitalising dose as suggested by Crouch et al 
(1956), we feel that it serves no useful purpose, 
and that the total digitalising dose itself is suffi- 
cient to give an idea of the bulk required to 
achieve therapeutic effect. 

Though a different digitalising schedule has 
been employed, it appears from our observations 
that the dose is almost or nearly the same as des- 
cribed by other authors irrespective of whether the 
method employed was a single dose digitalising 
or one of the slower digitalising schedules. It is 
clear from Tables 3 and 4 that the range of total 
digitalising dose varied from 1°2 to 2°4 mg. in both 
dosage schedules in nearly all patients. However, 
it must be mentioned that individual variations 
did influence the digitalising range, e.g., one 
patient required as much as 4°8 mg. We are in 
favour of the second schedule, i.e., 0°4 mg. orally 
every eight hours till digitalised, because the 
majority of patients are likely to be put on mainte- 
nance at the end of 24 to 48 hours. This does not 
mean that any other dosage schedule has short- 
comings—only the period of digitalisation will be 
affected. 

Toxic effects of the drug, as stated earlier, 
were mild and easily reversible. Though the 
period of observation on maintenance was short, 
we feel that the drug is more reliable than the 
commonly used glycoside digoxin, and is to some 
extent superior in maintenance to lanatoside-C. 


SUMMARY 


Forty patients of congestive heart failure were 
treated with acetyl digitoxin in three different 
dosage schedules. The total digitalising dose in 
the majority was found to vary from 1°4 to 28 mg. 
Therapeutic efficacy has been assessed and con- 
sidered superior to digoxin, the maintenance is 
easy with fewer risks. It is concluded that acetyl 
digitoxin is a valuable addition to the known 
cardiac glycosides. 
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A SURVEY OF SARCOIDOSIS 


SAMIR K. GUPTA, ™.B.B.s., M.R.C.P. (EDIN.)* 


Medical Registrar 
Islington Chest Clinic and Whittington Hospital 
London 


The many systems involved in sarcoidosis have 
led to reports from various authorities, often 
drawing attention to but one aspect, such as eyes, 
skin or lungs. It is sometimes difficult to compare 
these various series, for there are few uniform 
diagnostic criteria, apart from histological data and 
even these are occasionally lacking. Moreover, the 
difference between active and chronic sarcoidosis 
is not always emphasised and this leads to a still 
greater divergence of opinion on the natural 
history. 

In this series, an effort has been made to cor- 
relate the clinical picture with the histology, 
radiology, biochemistry and haematology in an 
attempt to find out reproducible objective tests, 
which could provide a yardstick for comparison of 
different series. A preliminary report on this sub- 
ject has been already published (Gupta, 1960). 


MATERIALS AND METHOD 


The 30 patients included in this series were 
admitted to a large general hospital in London, 
between 1956 and 1959 and followed up at the two 
associated chest clinics and at the outpatient 
departments of the same hospital. Patients 
adequately investigated were included. To avoid 


* Now at the Department of Medicine, Medical College 
Hospitals, Calcutta. 


inclusion of ‘local sarcoid tissue reaction’ (Sym- 

mers, 1951; James, 1959), every patient had to 

have some signs of generalised disease (cf. radio- 
logical abnormality in the lung) over and above 

*the histological evidence of sarcoid tissue at one 

or more sites of the body. 

The series was subdivided as follows : 

Group 1—9 patients with bilateral hilar lymph- 
adenopathy but having no clinical evi- 
dence of sarcoidosis. 

Group 2—5 patients with erythema nodosum and 
bilateral hilar lymphadenopathy. 

Group 3—11 patients with diffuse pulmonary 
involvement, with or withcut hilar 
lymphadenopathy but having no clinical 
evidence of sarcoidosis elsewhere. 

Group 4—5 patients with clinical evidence of 
generalised sarcoidosis. These features 
include skin lesion (3 cases), hepato- 
splenomegaly (3 cases), iridocyclitis (2 
cases), generalised lymphadenopathy (2 
cases) and parotid gland swelling (1 
case). 


Each patient was admitted to the hospital for 
clinical assessment. Routine physical examination 
was succeded by some of the following investiga- 
tions (the figures in parentheses denote the 
numbers tested) : 

Total and different counts of white blood cells 
(30) ; haemoglobin value (30) ; erythrocyte sedimen- 
tation rate, Westergen method (30) ; sputum, laryn- 
geal swabs and gastric lavage for acid-fast bacilli 
(26) ; total plasma proteins, by Kjeldahl method— 
Varley, 1958 (25) ; paper electrophoresis of plasma 
proteins (24) ; serum calcium by Clark and Collip’s 
method, 1925 (21); daily excretion of urinary 
calcium on a mixed diet by Shohl and Pedley’s 
method, 1922 (9) ; Mantoux test to a strength of 
100 tuberculin units, unless positive to a weaker 
dilution (30). Bilirubin, thymol turbidity and 
alkaline phosphatase (King and Armstrong, 1934) 
were estimated in 16. Serial chest x-rays were 
taken in every case to assess the course of the 
disease. The histological evidence of sarcoidosis 
was obtained from different tissues as scalene node 
or any other enlarged lymph nodes (14), liver (18), 
and the site of Kveim tests (Kveim, 1941) in 19 
cases. In 5 patients the biopsy material was 
obtained from bronchus (Benedict and Castleman, 
1941), conjunctiva (Crick et al, 1955) and other 
tissues (James, 1956). 

Nineteen patients in this series received no 
systemic treatment (Table 1). Most of the 
treated group (8 out of 11) had a combination of 
steroids (usually prednisone or its analogues, 15- 
30 mg. daily for about 3 months) and anti-tuber- 
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Taste 1—SHOWING THERAPY UsED 


Total No. of Anti- Steroids Steroids 


Group No.of cases not tuberculous prvene and anti- 
cases treated drugs alone tub. drugs 
1 9 8 — _ 1 
2 5 5° 
3 11 4 1 1 5 
5 2 2 
Totals 30 19 1 2 8 


* Denotes occasional cases treated with ‘local steroids. 


culous drugs (a combination of streptomycin, 
isoniazid and PAS in the conventional dosage, for 
3 months or more). In 3 patients steroids were 
used for more than 6 months. 


RESULTS 


Sex, race and age—16 of the 30 patients were 
men (Table 2); they constituted the majority 
in group | just as women predominated in group 
3. The series was largely British (16 patients) 
but there were 6 Negroes, 7 Irish and one Italian. 

The ages at onset of the disease varied from 
19 to 63 years (Table 2). The mean age was 


TABLE 2—SHOWING AGE aT ONSET AND SEX INCIDENCE 


Total Mean 
Group No.of Male Female age at onset 
cases (in years) 
1 9 8 i 27-6 
2 5 2 3 28 
3 ll 4 7 32:3 
4 5 2 3 42 
Totals 30 16 14 


(Range 19 to 63) 


TABLE 3—SHOWING PRESENTING SYMPTOMS 


Total Groups 
Symptoms No. of 


Asymptomatic 5 1 
Gastrointestinal 24 4 5 10 5 
Respiratory 22 5 3 10 4 
Constitutional 20 3 5 5 
Generalised aches 

and arthralgia 7 5 2 
Sore throat 6 1 3 — 2 
Others 3 i 2 


*Includes 3 cases with recent respiratory illness 
(see text). 
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below 30 years in groups | and 2, and above it in 
groups 3 and 4. 

Symptoms and signs (Table 3)—A _ variety 
of non-specific constitutional symptoms such as 
malaise, lassitude, loss of weight, pyrexia, night 
sweats, etc. were prominent in this series, specially 
in groups 2 and 4. Symptoms were least common 
in group 1, in which routine chest radiography 
had often disclosed the abnormality and only 
retrospective ‘leading questions’ elicited symp- 
toms ; 3 of these asymptomatic cases had a vague 
respiratory illness (characterised by pyrexia, pro- 
ductive cough and aches over the whole body) 
within the previous 3 months. Constitutional 
upset and arthralgia typified group 2 whereas 
respiratory symptoms predominated in group 3. 
Sore throat occured in 3 of 5 patients with 
erythema nodosum. 

Radiology—All patients in groups 1 and 2 
showed bilateral hilar adenopathy only, as did 4 
in group 3. The remainder in group 3 and all 
cases in group 4 had radiological evidence of 
diffuse pulmonary involvement in the form of reti- 
culation, nodulation or fibrosis. In 3 patients, the 
parenchymal involvement was predominantly uni- 
lateral but abnormal appearance was always 
evident in the other lung. 

Bone cysts were noted in only two cases of 
group 4, one with lupus pernio and the other with 
persistent cutaneous plaques. 

Tuberculin tests—Only 12 patients (40 per 
cent) failed to react to 0°1 ml. of 1: 100 Old 
Tuberculin (Table 4), and 2 of these were also un- 


TasLe 4—S:OwInG RESULTS OF MANTOUX TEST AND 
HAEMATOLOGY IN 30 CASES 


Raised lLeuco- Leuco- 


Total Negative 
E.S.R. t 
GroupNo. of 20 mm anni / Anaemia _ to 100 
caseS & more c.mm. c.mm. T.U. 
1 i 5 
2 & 5 _ 1 2 i 
3 2 2 1 5 
4 5 5 2 2 _- 1 
Totals 30 18 (60%) 5 (16%) 3 (10%) 3 (10%) 12 (40%) 


responsive to depét tuberculin. One patient 
initially positive to 10 units, became a non-reactor 
following steroid therapy, although the reverse 
phenomenon was more commonly observed. 
Haematology—5 patients (16 per cent) showed 
transient leucopenia ranging from 2,200 to 4,800/ 
c.mm. and 3 (10 per cent) had leucocytosis (11,400, 
14,600 and 11,000/c.mm. respectively). Eosino- 
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philia was not found in this series. 3 patients (10 
per cent) were anaemic (Table 4) with haemo- 
globin levels of 68, 77 and 78 per cent respectively 
(2 in group 2 and | in group 3). They were con- 
sidered unrelated examples of hypochromic, micro- 
cytic anaemia as all of them responded quickly to 
oral iron therapy. 

The erythrocyte sedimentation rate (Table 4) 
was normal in all but one patient in group | 
and usually elevated in the other three groups. 
The highest level was noticed in group 2 (in two, 
it exceeded 100 mm./Ist. hour) and the level 
gradually returned to normal in 6-8 weeks without 
treatment. The abnormal figures in group 3 
(usually below 40 mm./Ist. hour) subsided often 
spontaneously during a period of 3-6 months. In 


group 4, the level was persistently abnormal 
(usually 60 mm. or less) with some periodic 
fluctuation. 


Biochemistry (Table 5)—Anti-streptolysin titre 
was estimated in four patients in group 2, 3 
of them had sore throat also. No streptococci 
could be demonstrated in the throat swabs and the 
level of the titre was always normal (i.e. below 
200 units/ml.). 


TABLE 5—SHOWING RESULTS OF BIOCHEMICAL INVESTIGA- 
TIONS, (FIGURES IN PARENTHESES DENOTE NO. OF CASES 


TESTED) 
B92 
2 5 —(5) 3(5 
3 nm 649-818. 418 
4 8 28. 6418 310 
Totals 30 3 (25) 14 (24) 5 (21) 4(9) 5 (16) 


Total plasma proteins were always normal in 
groups | and 2, but abnormally high in 2 cases in 
group 4 and one in group 3. Electrophoretic 
analysis, however, routinely showed abnormality 
in groups 3 and 4, except a solitary case in the 
former group. Only one case in group | and three 
in group 2 showed similar abnormality (which 
comprised of raised levels of alpha,, alpha, and/or 
gamma globulins). 

Only 5 cases had hypercalcaemia (two in 
groups | and 3 each, and 1 in group 2). Hyper- 


calciuria was found in 4 patients (one each in 
groups 3 and 4 and two in group 1). In two 
patients (one each in groups 3 and 4) hypercalci- 
uria persisted in spite of a normal serum calcium 
level. In two patients (both in group 1) repeated 
estimations showed subsidence of hilar adenopathy, 
hypercalcaemia and hypercalciuria during a period 
of 6 months. 

Among the liver function tests, only alkaline 
phosphatase was raised in 5 (one each in groups | 
and 3, and 3 in group 4). Highest level (26 K.A. 
units) was found in a case in group |. 

Histology (Table 6)—Kveim tests and _histo- 
logical confirmations were undertaken in 19 
cases, using a reliable antigen. The biopsy was 
positive in each patient. 


Taste 6—SHOWING NO. oF CASES YIELDING SARCOID TISSUE 
BY VARIOUS TECHNIQUES (FIGURES DIN PARENTHESES 
Denote No. oF Cases TESTED) 


Lymph Other 
n 


G Kveim Liver 
— No. of test biopsy test sites 
biopsies biopsy 

1 13 (17) 5 (5) 5 ( 6) 
2 5 ( 5) 4 (4) 1 (1) 
3 18 (21) 7 (7) 6 ( 8) 
4 11 (13) 3 ( 3) 3 ( 3) 3 ( 3) 2( 4) 

Totals 47 (56) 19 (19) 15 (18) 11 (14) 2 (5) 


Liver biopsy (18 cases) was 100 per cent suc- 
cessful in group 4. One patient in group | and 2 
in group 3 failed to show sarcoid tissue in spite of 
an adequate specimen. There was no complica- 
tion in this series due to this test. 

Biopsy of scalene node or any enlarged lymph 
nodes (14 cases) proved successful in each case 
tested in groups 3 and 4. Only 3 of 6 cases of 
group 1 showed positive result. 

Biopsy was obtained (5 cases) from bronchus, 
conjunctiva and skin. Only 2 cases with some 
persistent cutaneous eruption had positive results 
from the latter site. 


Treatment and follow-up (Table 1)—AIl cases 
in groups | and 2 (except 2 in the former group) 
had spontaneous resolution of the hilar adenopathy 
within a year. One case in group 2 developed some 
transient mottling in one lung after 18 months. 
Another case in group 2 had iritis later but respon- 
ded to local therapy with steroids. Two cases in 
group | showed no improvement and one of them 
developed mottling in lung fields which responded 
to combined steroids and anti-tuberculous drugs. 
Eight out of 11 cases in group 3 showed resolution 
of the disease in a year and of them 3 had no 
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treatment. None in group 4 showed complete 
resolution of the disease radiologically. 

Steroids (with or without anti-tuberculous 
drugs) were usually given to cases with more 
severe symptoms. The immediate clinical and 
radiological response was often dramatic. UIlti- 
mately this group did not fare any better than the 
untreated cases. 


DISCUSSION 


In spite of a large amount of clinical, experi- 
mental and epidemiological work (Longcope and 
Freiman, 1952; Nethercott and Strawbridge, 
1956 ; Cummings et al, 1956; James, 1959), the 
aetiology of sarcoidosis remains unknown. The 
minimum criteria for a diagnosis of sarcoidosis are 
the histological proof of sarcoid tissue from any 
organ with evidence of involvement of other parts 
of the body (James and Thompson, 1959) as ‘local 
sarcoid tissue reaction’ is quite a different clinical 
entity (Symmers, 1951 ; James, 1959). 

An analysis of the results suggests that most 
of the positive laboratory tests are non-specific ; 
nevertheless, several observations need emphasis. 

Mostly young people in their third decade deve- 
lop bilateral lymphadenopathy with or without 
erythema nodosum. In the former group males 
predominate. The trend is reversed in the latter 
1959). Generalised sarcoidosis is 


group (James, 
commoner among the older patients. 

Hilar lymphadenopathy cause minimal symp- 
toms unless accompanied by erythema nodosum. 
In the latter condition, the patient suffers from 
an acute, though transient, illness with marked 
arthralgia, sore throat and constitutional symp- 


toms. Clinically, this group is hard to different- 
iate from erythema nodosum due to haemolytic 
streptococcus infection (Gupta, to be published) 
but negative throat swabs, absence of raised anti- 
streptolysin titre, and presence of hilar adeno- 
pathy with positive histological evidence for sarcoi- 
dosis may help. There is little justification to 
invoke a special syndrome of unknown aetiology, 
characterised by erythema nodosum, arthralgia and 
bilateral lymphadenopathy (Rajsuriya et al, 1959). 
Contrary to usual belief (Lemaistre, 1959), presence 
of respiratory symptoms does not always signify 
gross involvement of the parenchyma of lungs. 

Radiological examination for bone cysts in 
hands and feet is rarely of help, except in cases 
with generalised disease with persistent cutaneous 
eruption (James, 1959). 

Response to tuberculin test does not enter into 
the definition of sarcoidosis (Hinshaw and Gar- 
land, 1956); 60 per cent of this series had positive 
tests. Some of the negative reactors become res- 
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ponsive to depét tuberculin (James and Pepys, 
1956). James (1959) has shown that patients with 
erythema nodosum are more frequently positive to 
tuberculin. 

Eosinophilia, stressed by some authors (Hin- 
shaw and Garland, 1956) is regarded as uncom- 
mon. 

Erythrocyte sedimentation rate (Reisner, 1944) 
is closely related to various clinical groups. 
Very high figures (exceeding 100 mm./Ist hour) 
were found in erythema nodosum group and these 
subsided spontaneously in a few weeks. Patients 
with diffuse pulmonary involvement or with gene- 
ralised disease also had high values and the ab- 
normality persisted in the latter group in spite 
of treatment. Cases with hilar adenopathy alone 
usually had normal figures. 

Estimation of total plasma proteins (Fisher and 
Davis, 1942) is of no help in the stage of hilar 
adenopathy with or without erythema nodosum. 
In the latter cases, however, electrophoresis often 
shows raised alpha or gamma globulins. Hyper- 
globulinaemia with alteration of albumin: globulin 
ratio is rarely seen, except in advanced generalised 
sarcoidosis in whom electrophoresis is always ab- 
normal. 

Studies on abnormal calcium metabolism in this 
disease have been reported, although opinions 
differ as regards the actual mechanism (Anderson 
et al, 1954 ; Jackson and Dancaster, 1959). Hyper- 
calciuria (Pyrah, 1958 ; Hodgkinson and Pyrah, 
1958) with or without hypercalcaemia may be of 
more diagnostic help than hitherto believed 
(specially in asymptomatic cases with hilar adeno- 
pathy only). The abnormal calcium metabolism 
may subside spontaneously in certain patients. 

Though alkaline phosphatase level is raised in 
some cases, there is little correlation between the 
level and the clinical groups. The level remained 
normal in one case with bone cysts, while the 
highest figure in this series (26 K.A. units) was 
obtained in a case with hilar adenopathy. 

Histology of skin, from the site of Kveim test 
(Kveim, 1941 ; James and Thomson, 1955) is pro- 
bably the most helpful laboratory test available at 
present (specially if a reliable antigen is used). In 
the stage of hilar adenopathy it may be of the 
greatest benefit, as liver biopsy (Menghini, 1957 ; 
Norris et al, 1958) or scalene node biopsy (Daniels, 
1949 ; Norvit et al, 1952; Perry, 1959) may be- 
come negative. In the generalised cases all three 
methods are equally sensitive. Because of the ease 
and safety of the procedure in an experienced 
hand, liver biopsy should be routinely used in the 
diagnosis of sarcoidosis. 

Patients with hilar adenopathy have a good 
prognosis and in most cases the disease undergoes 
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spontaneous resolution. James (1959) has also 
stressed the benign course in cases with erythema 
nodosum. Even many patients with diffuse pul- 
monary involvement get spontancous clearing. 
Steroids are useful in some selected cases with 
acute, progressive disease and their indications 
have been discussed by James (1956). Though 
antituberculous drugs are of no use in sarcoidosis 
(James and Thomson, 1959), these must be used 
in conjunction with steroids in cases with co- 
existent or previous history of tuberculosis. 


SUMMARY 


A series of 30 cases with histologically proved 
sarcoidosis is analysed. The patients are divided 
into 4 groups: first, those with hilar adenopathy 
only ; second, those with bilateral hilar lympha- 
denopathy and erythema nodosum ; third, those 
with diffuse parenchymal involvement ; and fourth, 
those with clinically generalised sarcoidosis. An 
attempt is made to correlate the radiology, haema- 
tology, biochemistry, histology and cause of dis- 
ease with the clinical groups. 
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Amyloid change in tissues was first described 
in 1840 by Schleiden and Vogel quoted by Skinner 
(1949). Two years later Rokitansky (1842) re- 
ported cases of amyloid disease for the first time 
under the title of ‘lardaceous disease’, in conse- 
quence of the pallor and translucent greasiness of 
the affected organs. In 1853 Virchow adopted 
the term amyloid and developed an amyloid theory 
based on amyloid reaction. Amyloidosis is an 
obscure condition. Its chemical nature, aetiology, 
and pathogenesis are poorly understood. The 
nature and exact site of the formation of amyloid 
still remain to be clarified and are the subjects of 
continued clinical and experimental research. The 
frequent association of amyloid with extensive 
tuberculous or choronic suppurative lesions tempt- 
ed pathologists to postulate the view that it may 
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Fig. 4—Photograph showing nodular surface of the liver, as well 
as perihepatitis ( Case 3 ). 


Fig. 3—Microphotograph showing glomeruli 
replaced by homogeneous acellular amyloid mass. 
Metachromasia of the amyloid is well seen (Case 2). 


Fig. ¢—Photograph of the cut surface of spleen, Fig. 6—Microphotograph showing an area of 
treated with iodine solution and H»SO,4, showing necrosis surrounded by fibrosis and round cell 
typical ‘sago spleen’ appearance ( Case 3 ). infiltration suggesting gumma, and adjacent to this 

is amyloid deposit. (H. & E. x 200) 


Reppy et al—Amyloidosis in Guntur (p, 120) 
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Fig. 7—Photograph of cut surface of liver showing Fig. 8—Microphotograph showing amyloid infiltrating a seg- 
micro-gummatous foci ( marked by arrow ). ment of the glomerulus, as also the vessel wall ( Case ; ). 
x 2370) 


Fig. 9—Microphotograph showing amyloid filling 
most of the adrenal cortex, except the zona g 
glomerulosa ( Case 3). (H. & E. x 60) (Case 3). (H.& F. x 60) 


Fig. 10—Microphotegraph showing amyloid deposits 
filling in the Malpighian bodies of the spleen 


Reppy et al—Amyloidosis in Guntur (p. 120) 
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be a cleavage product of antigen-antibody reaction. 
Hyperglobulinaemia is a constant finding in ex- 
perimentally induced amyloidosis. Dahlin and 
Dockerty (1950) suggest that the plasma cells 
elaborate amyloid. The myeloma cells in cases of 
multiple myeloma enclose the amyloid substance. 
All these and several other views expressed so far 
indicate that the site of formation of amyloid is 
yet to be determined. 

Reiman et al (1935) classified amyloidosis 
into : 


1. Secondary amyloidosis, 
2. Primary or idiopathic amyloidosis, 
3. Tumour-forming amyloidosis 
and 
4. Amyloidosis associated with multiple mye- 
loma. 


Secondary amyloidosis is commonly encount- 
ered and is almost always associated with pro- 
longed suppuration, tuberculosis and _ syphilis 
with extensive destruction of tissue. Primary 
amyloidosis is rather infrequent and is not asso- 
ciated with any known disease. The reported 
cases of primary amyloidosis do not conform to 
the criteria enunciated by Lubarsch (1929). The 
single criterion on which a diagnosis of primary 
amyloidosis is to be based is the conspicuous ab- 
sence of aetiological factors disclosed after autopsy. 


Clinical recognition of amyloidosis is difficult. 
The condition is usually spotted at autopsy. 
Organs containing amyloid deposits are enlarged, 


and glassy and waxy in appearance. Although 
these features may suggest amyloidosis, a diag- 
nosis is not made until the iodine reaction is posi- 
tive. Amyloid is invariably spotted on histologi- 
cal study. It is a homogeneous, eosinophilic, 
extra-cellular, nonfibrillar substance (stains with 
haematoxylin and eosin) and stains metachromati- 
cally with methyl violet. The prognosis in this 
condition is poor, in that 80 per cent of the patients 
are dead within a year of diagnosis. 

Amyloidosis of secondary type is a frequent 
autopsy finding in deaths due to tuberculosis in 
Europe, and at one time 40 per cent of cases of 
pulmonary and bone tuberculosis showed amyloid. 
Lindsay (1946) and Dahlin (1949) have reviewed 
72 cases of primary amyloidosis. It is generally 
believed that amyloidosis is rare in our country. 
This may be attributed to the infrequent autopsies 
carried out in our hospitals and also to the possi- 
bility of the lesion having escaped the observation 
of the doctor or pathologist. Bhende and Patel 
(1959) recently published a critical analysis of 12 
cases and included an excellent review of the pub- 
lished cases of amyloid in this country (Table 1). 
They opine that amyloidosis has been more 
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frequently reported in this country since World 


War II. 


This is attributed to the persistence of 


the predisposing factors and improved nutritional 


status of the people. 


TABLE 1—SHOWING CASES OF AMYLOIDOSIS REPORTED 
(1939-1959) AMoNGsT INDIANS 


No. of 
cases 


Authors and year 


How dis- 
covered 


Anantachari (1939)... 1 
Monteiro (1942) ... 4 
Wahi (1946) 

Wahi & Tandon 


(1950) 
Mangalik (1951) 


Gharpure (1951) 


Reddy (195!) 


Gupta et al (1956) ... 
Sarin et al (1957) ... 


Gupta et al (1958) ... 


Agarwal & Shrivas- 
tav (1958) 


Bhende & Patel (1959) 12 


Smear of liver 


aspiration 
Autopsy 


Liver biopsy 


Autopsy 
Autopsy 


Autopsy 5 


Liver biopsy 2 
Autopsy 


Liver biopsy 
Kidney biopsy 


Kidney biopsy 


Surgicaly re- 
moved spe- 
cimen 


Autopsy 11 


Liver biopsy 


Probable type 


Secondary to 
tuberculosis 
? 


Primary 
Primary 
Primary 
Secondary to 
tuberculosis 1 
Secondary to 
pyonephro- 
sis an 
Secondary to 
syphilis .. 1 
Secondary to 
amoebic 
dysentery 1 
? 


Primary (sago 
spleen) .. 1 

Secondary to 
syphilis .. 1 


? 
Secondary to 
tuberculosis 1 
Primary 
Secondary to 
tuberculosis 2 
Amyloid tu- 
mour of the 
eye lid ..1 


Primary— 
liver 

Secondary to 
thrombo- 
angitis obli- 
terans oe 

Secondary to 
tuberculosis 9 
(clinically 
proved 
tuberculosis) 
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Out of the 393 mnecropsies recorded at the 
pathology department, Guntur Medical College, 
amyloidosis was spotted in three. Two of them 
were encountered in consecutive months and this 
has prompted us to record the clinico-pathological 
findings of the same. 


Cast REPORTS 


Case 1—G.P., Hindu, male, aged 30, was admitted 
into the Government General Hospital, Guntur, on 
22-10-1956 for breathlessness, oedema and pain all over 
the body. 

Physical examination revealed anaemia, systolic mur- 
mur over the pulmonary and mitral areas. His urine 
contained albumin but no casts. On clinical diagnosis 
he was treated for subacute nephritis. The patient 
expired on 5-11-1956. 


Chief autopsy findings (including morbid histology) : 


Peritoneal and pleural cavities contained about a 
litre of clear fluid. The kidneys were reduced in size 
and appeared granular. Sections of both the kidneys 
showed that the glomeruli were the sites of amyloid 
deposit, which showed a homogeneous, acellular, eosino- 
philic material. The glomeruli were positive for meta- 
chromasia with methyl violet stain. No other organ 
showed similar deposit of amyloid. 

Case 2—P. A., Hindu, female, aged 35, was admitted 
on 9-7-1960 for breathlessness, fever and swelling of the 
body, of 11 days’ duration. For similar episode she was 
treated in the same hospital two months ago. 

Physical examination revealed anasarca, diminished 
breath sounds in both the bases of the lungs, and feeble 
heart sounds. The spleen and liver were not palpable. 
The blood pressure was 128/80 mm. Hg. 


INVESTIGATIONS : 


R.B.C.—29 -million/c.mm.; W.B.C.—5,000/c.mm. with 
polymorphs 62 per cent, lymphocytes 30 per cent and 
eosinophils 8 per cent. 

Serum protein was 3-75 g. per cent with albumin 
0-75 g. per cent and globulin 3-0 g. per cent; blood urea, 
27 mg. per cent and blood cholesterol, 121 mg. per cent. 

Urine examination showed albumin ++, and pus 
cells and epithelial cells. 

The patient was tapped per abdomen. 
a few days later. 


He expired 


Chief autopsy findings (including morbid histology) : 


In both the lungs caseating tuberculous lesions were 
seen. They were subapically located. The tracheo- 
bronchial lymph nodes were enlarged and caseous. 
Stained smears from these lesions showed acid fast 
bacilli. The lesions were histologically confirmed. The 
spleen was slightly enlarged and the cut surface pre- 
sented discrete greyish white tiny opaque spots. The 
kidneys were enlarged and pale. Adrenals were un- 
usually firm. The spleen and the kidney slices were 
treated with iodine solution and sulphuric acid. Both 
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presented bluish spots. Sections of the spleen (Fig. 1, 
vide Plate) disclosed homogeneous, acellular, eosino- 
philic substance replacing partially or completely mal- 
pighian body (Fig. 2, vide Plate) and the same exhibited 
metachromasia with methyl violet stain. Sections of the 
kidney showed deposition of similar material in the 
glomeruli and the arterial walls. Metachromasia was 
demonstrated in the glomeruli with methyl violet 
(Fig. 3, vide Plate). The tissue stained violet and the 
glomeruli rose pink. Sections of the adrenals showed 
moderate amount of amyloid deposits. The findings are © 
consistent with secondary amyloidosis associated with 
pulmonary tuberculosis. 

*Case 3—Female, aged 50, was admitted into the 
hospital on 9-8-1960 for frequency of motions with blood 
and mucus, oedema of the feet and distension of the 
abdomen, of two months’ duration. Fifteen days before 
admission to the hospital, she had been experiencing 
dyspnoea. 

Physical examination revealed that the abdomen was 
distended and tender. 


INVESTIGATIONS : 


Faeces, vegetative. forms of Entamoeba histolytica 
were seen; Urine, albumin; Serum proteins, 5-3 g. per 
cent; X-ray chest showed domes of diaphragm raised 
on both sides. Calcific spots were seen over the right 
hilum. 

The patient expired on 24-8-1960. 


Chief autopsy findings (including morbid histology) : 


Amoebic ulcers in the intestines with perforation and 
peritonitis were observed. The coils of intestines were 
matted together; thick plaques of pus were seen in both 
the flanks and the pouch of Douglas and the perito- 
neal cavity contained 12 oz. of purulent material. The 
liver showed perihepatitis, its surfaces were coarsely 
nodular (Fig. 4, vide Plate). But surface showed whitish 
streaks. Multiple serial cut sections of the liver showed 
small yellowish foci. The spleen was of normal size 
but firm. Sectioned surface stained with iodine showed 
typical appearance of ‘sago spleen’ (Fig. 5, vide Plate). 
Both the kidneys were larger than normal, and were 
pale and firm. Adrenals were firm and enlarged. Sec- 
tions of the liver showed typical amyloid deposits, mani- 
festing metachromasia with methyl violet (Figs. 6 and 
7, vide Plate). Close to these deposits were seen typi- 
cal miliary gummatous areas. Sections of kidney showed 
deposits of similar material in the glomeruli and the 
vessel walls (Fig. 8, vide Plate). Sections of the adrenals 
showed massive deposits of amyloid, totally obscuring 
their architecture but for the preservation of zona glome- 
rulosa (Fig. 9, vide Plate). Sections of the spleen 
showed total replacement of the malpighian body by 
amyloid substance (Fig. 10, vide Plate). Every one of 
them exhibited metachromasia. Secondary amyloidosis 
associated with intra-abdominal suppuration was the final 
diagnosis made. 


* Presented for Clinicopathological Conference at the 
Academy of Medical Sciences, Andhra Pradesh, Guntur 
branch on 21-10-60. 
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COMMENTS 


Cases 1 and 2 represent the not uncommon 
clinical form of subacute nephritis with manifes- 
tations of amyloidosis. The true nature of the 
lesion was not disclosed until the histological 
examination of the tissue. In the first case no 
predisposing cause could be found at autopsy for 
the amyloid deposits in the kidney and hence was 
labelled as ‘primary amyloidosis’. In Cases 2 and 
3 pulmonary tuberculosis and peritonitis respec- 
tively were associated with amyloidosis, and so 
were reckoned as ‘secondary amyloidosis’. The 
nodular surface of the liver seen in Case 3 could 
not be accounted for. There was no histological 
evidence of syphilitic or cirrhotic lesions. The 
suppuration observed in the case was certainly not 
of long duration and yet has been associated with 
amyloidosis of multiple organs. 


The infrequent reports published on this sub- 
ject from this country has led pathologists to com- 
ment on the factors that may promote or inhibit 
the deposition of amyloid. Clinical, epidemiologi- 
cal and experimental studies suggest that low pro- 
tein intake is not conducive to the deposition of 
amyloid. This offers a challenge to the clinicians 
and pathologists of this country for further study 
and clarification. The refinements in diag- 
nostic aids by way of renal, hepatic and pulmo- 
nary biopsies and the increase in autopsies con- 
ducted throughout the country should enable us 
to assess not only the exact incidence of amyloi- 
dosis but also its probable aetiology. 


SUMMARY 


. Pertinent literature on amyloidosis is briefly 
reviewed. 

2. Clinicopathological findings in a case of 
primary and two cases of secondary amyloi- 
dosis are recorded. A suggestion is made 
to bear in mind amyloid disease in cases of 
obscure nephrotic syndrome. 


3. The real incidence of amyloidosis in this 
country may have to be reassessed in the 
light of improved diagnostic facilities now 
available and the likely increase in the 
number of autopsy examinations through- 
out the country, owing to a correspond- 
ing increase in number of medical colleges. 
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PROBLEMS AND REHABILITATION OF 
THE PHYSICALLY HANDICAPPED 


M. L. GUPTA, 
Medical College, Pondicherry 


A handicapped person is one who has impair- 
ment of physical or mental capacity. Subjects 
with physical disability are called orthopaedically 
or physically handicapped, and those with mental 
backwardness are called mentally handicapped. 
There is, however, a class of patients who are both 
physically disabled and mentally handicapped, 
such as the cases with cerebral palsy. From the 
tandom sample survey of the handicapped in 


Paper read before the South Arcot branch of the 
Indian Medical Association in October 1960. 
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Bombay (1957) it was revealed that the orthopae- 
dically handicapped formed the single major 
group, being 36°1 per cent of the total. Rehabi- 
litation means that the handicapped person is 
restored to the fullest physical, social, vocational 
and economical fulfilment of which he is capable. 
No doubt actual rehabilitation of the patient is 
often carried out by specialists in the various 
branches of medicine, but supervision and proper 
guidance of the patient is always done by the 
family physician. ‘Thus there is a great need for 
every medical practitioner to possess adequate 
knowledge of the possibilities and potentialities 
of rehabilitation, i.e., as to how and how much 
can be achieved by a well organised rehabilita- 
tion programme. 

Broadly speaking, when treating any disease 
or injury, we are dealing with a disability but, 
luckily in most of these cases the patient gets 
over the pathological process and goes back to 
his work. In some of these cases with chronic 
and disabling diseases, like rheumatoid and tuber- 
culous arthritis, poliomyelitis, etc. the patient is 
never cured in the true sense of the term and he 
has got to learn how to live again with his dis- 
ability and despite his disability. 

It may be pointed out that the first point, and 
quite often an important one, in the rehabilitation 
is adequate medical and surgical care.’ Every 
day better and newer drugs and operative pro- 
cedures are being discovered to help the poor 
victims many of whom were neglected by the 
medical profession and declared as ‘‘incurable’’ 
some years ago. 

The handicapped are found in the families of 
the rich and the poor ; they appear in every race 
and every nation, in fact their rehabilitation is a 
world-wide problem. Hundreds of such indivi- 
duals are seen on the street, they crawl on their 
hands and knees or hobble around on their de- 
formed and maimed limbs. It can be said con- 
fidently that quite a few of them, with a little 
effort, can be made to walk upright on their two 
legs and lead more or less normal, self-respecting 
lives, earning their own living instead of being 
a burden to the family or the community at large. 
Also, with a properly organised team and effort 
no disability can be too hopeless to work with and 
rehabilitate. It might be of interest to learn that 
some great men like President Roosevelt were 
also physically handicapped. Roosevelt had 
suffered from paralysis due to an attack of polio- 
myelitis and was confined to a ‘wheel-chair’ exist- 
ence. In spite of this disability, it is well known 


how ably the president steered the destiny of the 
American nation in one of the most difficult times 


of history. It is because of the fact that most of 
the physically handicapped are mentally normal 
and, in fact, if given the proper opportunity, they 
compensate for the physical disability by better 
mental development. < 


PROBLEMS INVOLVED 


Crippling, regardless of its aetiology, always 
results in an endless chain of problems for the 
individual and the people around him. Ways and 
means have to be found out to alleviate them. 

1. Medical aspect—Most of these disabilities 
or diseases leading to them like arthritis, polio- 
myelitis, leprosy, etc. are such that their treat- 
ment needs properly staffed specialist services in 
the hospital where rehabilitation can be started by 
good medical and surgical care. The degree of 
disability can thus be minimised and would reduce 
the rehabilitation efforts at a later date. With 
establishment of new hospitals and other institu- 
tions in the country things appear to be improv- 
ing. It is here that general practitioners are 
expected to play an important role by referring 
the cases for hospital care, at an early stage of 
the disease. 

2. Social aspects—Crippled children and adults 
are looked down upon and usually normal 
children are not allowed to play and mix freely 
with the disabled ones due to _ superstition. 
Luckily, the public seems to be getting more tole- 
rant and understanding but, still much remains 
to be done by way of public education on this 
point. In many cases, it has been found that 
the attitude of the society has been a greater 
handicap than the physical limitation itself. 


3. Psychological—The traumatic shock of the 
disabling injury or illness has a devastating psy- 
chological effect on the patient. This aspect has 
te be looked into a great deal, especially in our 
country, where most of the patients have such 
a negative attitude on life, and once afflicted with 
any disease or injury, they never try to help 
themselves. 

4. Vocational—Depending on the type and 
the degree of disability, we have to guide and 
properly train the patients so as to make them 
economically independent, at least to a great 
extent. In fact, this is the final goal of rehabili- 
tation. But, it poses an important question in 
a country like ours where even the able-bodied 
individuals cannot find enough employment, how 
are we going to employ these cripples who, if 
properly trained, may be quite good at their job 
but unable to compete in the labour market. ‘Till 
the employers can be convinced that a disabled 
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person walking with a calliper or a crutch need 
not be disqualified for say a clerical job, we will 
have to train them for certain trades like printing, 

book-binding, leather work, etc., in which they 

can find self-employment. Various types of 

4 cottage industries are another field where they 
y 4 can find employment easily. Once properly 
f trained, it is amazing how some of the disabled 
adapt the rest of their limbs and body to do any- 


. thing. It is interesting to see even bilateral 
? lower limb amputees walking about in proper 
prostheses and doing all sorts of jobs. 


1 It may be remembered that, in spite of all its 
disadvantages, the joint family system in India 


| 
| has been a boon to the society, so far as the dis- 
j abled are concerned. It gave them excellent 
social and economic security. They never felt 


frustrated, as they were not thrown into the street 
to beg in order to earn a living. 


Causes OF DISABILITY 


Congenital defect, disease and injury are the 

3 main causes of physical disability. It may be 

of interest to note that only 3 to 5 per cent 

| of the population suffers from some form of 

physical disability. However, all of them are not 

severe enough to need an active help in rehabili- 
tation. 

Congenital causes—A majority of the cripples 
are born normal and later get affected with a crip- 
pling disease. Some of them may be born with 
congenital defects. The commonest of these 
conditions is the so-called ‘congenital club-foot’ or 
talipes equino-varus (Fig. 1). The incidence of 
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Fic. 1 Fic. 2 


Fic. 1—SHOWING A CHILD WITH CONGENITAL ‘CLUB- 
root’ DEFORMITY. FIG, 2—SHOWING THE SAME 
CHILD AS IN Fic. 1 Arter Correction, THE CHILD 
Is Now 6 YEARS OLD 
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this deformity is said to be one in one thousand 
live-births. If treatment is started early enough, 
a normal foot results in almost all the cases (Fig. 
2). In late cases operative measures can improve 
the shape of the foot to a great extent. Other 
congenital causes are congenital amputation, 
dislocation of the hip, spina bifida, etc. 

Injury—This is a cause of crippling in a vary- 
ing percentage of cases. One may have to 
amputate the limbs after an irreparable crushing 
injury (Fig. 3). Today the knowledge of pros- 
thesis is so much advanced that, after fitting of a 
good artificial limb it may become really impos- 
sible, even for an experienced person, to say which 
leg has been amputated. Newer materials like 
plastics are being used to make durable and light 
artificial limbs. 


With the increasing industrialisation of the 
country, hand and other injuries are going to 
become one of the biggest problems. It leaves 
the workers with crippled hands, if proper hospi- 
tal facilities for the treatment and rehabilitation 
are not provided. 


Another problem, which has great incidence in 
southern part of the country, is the fracture of the 
spine—cervical or lumbar, due to fall from a 
height, including tall coconut or palm trees. 
In some of these cases, in addition to the breaking 
of the bone, there is complete paralysis of either 
both the legs or all the four limbs—the so-called 
paraplegia or quadriplegia. In most of these 
cases, the patients are young and energetic indi- 
viduals. Imagine what a tragedy it is to find a 
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Fic. 3—SHOWING AN ADULT WITH RIGHT L&G 
AMPUTATED AFTER A SEVERE CRUSH INJURY FOLLOWING 
A FALL FROM A TRAIN. FIG. 4—A YOUNG GIRL 
AFFECTED WITH Leprosy. BotH HANDs sHow ‘CLaw- 
HAND’ DeFORMITY. RIGHT Foot sHOWs ULCERATION 
AND Distal Bones ATROPHY. Lac 
AMPUTATED ON ACCOUNT OF SEVERELY ULCERATED De- 
FORMED Foor DUE TO LATERAL POPLITEAL PARALYSIS 
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young man in the prime of his life getting com- 
pletely paralysed and unable to walk or even care 
for himself! But the society can hardly afford to 
throw away these broken bodies as ‘human scrap’. 
For their rehabilitation special organised para- 
plegia centres are necessary. They can be train- 
ed with the help of callipers on their lower limbs, 
to walk with crutches and even get on to a motor 
cycle or into a car and go to distant places for 
work with their two good upper limbs. 


Diseases—This is the third and major group 
of causes bringing about crippling. Many dis- 
eases, especially those of bones and joints, leave 
in their wake a great deal of crippling. Only 
the major ones would be mentioned. 

(a) Arthritis: Various types of arthritis, 
especially rheumatoid and tuberculous, by destroy- 
ing the joint surfaces, result in much crippling 
from impaired function of the hands, arms and 
legs. These are the diseases where a close co- 
operation between the general practitioner and 
the orthopaedic specialist would go a long way in 
decreasing the ultimate disability by splinting of 
the various joints in the best possible functioning 
position, and later by salvage of the joint after the 
onslaught of the disease is over. Much work has 
been done in devising different types of joint 
arthroplasties whereby we get back the movements. 
Even the replacement of these joints by plastic or 
metal joints is being tried. This is yet in an 
experimental stage. If we can diagnose the 
lesions of the bones and joints at an early stage 
and treat them adequately and properly, we can 
get many more useful joints left over. With the 
advent of streptomycin and other antituberculous 
therapy and early operative interference, wherever 
indicated, the total disability can be greatly 
decreased in cases of bone and joint tuberculosis. 
However, a certain percentage of patients with 
marked crippling needs prolonged care in special 
institutions or after-care homes. 


(b) Leprosy: This is another infectious 
disease which leaves in its wake physical deformi- 
ties and disability of hands, feet, nose, etc. It is 
estimated that there are about 15 lakhs leprosy 
cases in India. The eastern coastal areas of south 
India are endemic areas for leprosy. A recent 
survey by Chatterjea in 1958 on leprosy in the 
Pondichery §tate shows the average incidence 
of this disease to be as high as 7°1 per cent. 
Luckily, the gulphones can cure leprosy pro- 
vided the treatment is started early and conti- 
nued long enough, but the deformities remain to 
be treated by the orthopaedic and plastic surgeons. 
The pioneering work of Paul Brand, Riordan and 
others has now made it possible to tackle these 
deformities and the patients are once again made 
useful and cosmetically acceptable to the society. 
We have also made a beginning in this field and 
operated on similar cases, in most of whom the 
results have been gratifying (Figs. 4, 5, 6). 

(c) Poliomyelitis: This is a disease which, 
even the lay public can recognise as an obvious 
cause of crippling, because ome can see these 
people hobbling in the street with deformed and 
dried up limbs (Fig. 7). Poliomyelitis is not an 
uncommon virus disease, which usually affects 
very young children, often before the age of 10 
years. The paralysis comes on suddenly but, 
fortunately in 50 to 70 per cent of cases there is 
complete or almost complete recovery ; and the 
rest of the cases also show recovery to a great 
extent. It is only in about 10 per cent of cases 
that severe paralysis remains, and these cases 
present the major problem to both the surgeon and 
the society. The discovery of Salk vaccine and 
the newer vaccine which can be administered by 
mouth, seem hopeful for the future children who 
could be saved from this crippling disease. The 
main principle in treatment is to make the best 
use of the muscles, which have survived the 
onslaught of the virus, by means of various types 
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Fic. 7 

Fic. 5—Postiepra CLAW HAND DerorMIty (PRE-OPERATIVE OF PATIENT IN FIG. 4). FiG. 6—HAND ALMOST 
NORMAL COSMETICALLY AND FUNCTIONALLY (POST-OPERATIVE MODIFIED SPLIT SUBLIMIS TENDON TRANSPLANT DONE.) 
Fic. 7—SHOwING a YOUNG ADULT WITH LOweRk PARALYSED DUE TO POLIOMYELITIS SINCE CHILD- 
HOOD UNDERGOING RECONSTRUCTIVE SURGERY PRIOR TO REHABILITATION 
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of tendon transplantation or bone arthrodesis. 
Most of these poor victims need later use of various 
appliances, such as callipers and spinal jackets 
etc. to maintain the functional improvement 
obtained by operative interference. 

These appliances are expensive, since they 
have to be repaired and replaced as the children 
grow up. By careful handling, these cripples can 
be helped to a great extent and something can be 
done for them in almost all the cases. 


PREVENTION OF CRIPPLING 


Preventive medicine is the newer concept in 
medicine. As discussed before, we have to try 
and prevent the formation of these cripples by 
proper and timely treatment. The process has to 
start at birth. As the child can be born with crip- 
pling deformities or may sustain birth injuries, 
proper antenatal, natal, and postnatal care of the 
mothers would go a long way. Better and ade- 
quate nutrition and provision of hygienic living 
conditions will bring down the incidence of 
diseases like tuberculosis, leprosy, poliomyelitis, 
etc., and thereby indirectly prevent ‘crippledom’ 
in the society. 

In conclusion, we would like to emphasize that 
the handicapped should also enjoy the funda- 
mental rights of existence, education and other 
opportunities for intellectual and social advance- 
ment. It is we, who are not disabled, who have to 
create all these conditions for their physical and 
psychological rehabilitation. Of course, we as 
doctors can do a lot for them in our humble way. 


SPECIAL ARTICLES 
CEREBRAL ANGIOGRAPHY 


BINOY CHAKRABORTY, .s. (CAL.) 


Department of Neurology, S. S. K. M. Hospital 
Calcutta 


Although, the story of neurosurgery may be 
traced as far back as the Neolithic age (skulls 
belonging to these days with operative defects 
have been discovered), the modern era in neuro- 
surgical investigations begins from the year 1919 
when Dandy, a co-worker of Harvey Cushing, 
described his method of ventriculography. This 
technique consisted in replacing the ventricular 
C.S.F. by air introduced through burr-holes and 
x-ray visualisation of the ventricular system in 
various positions. Carotid angiography described 
by Egas Moniz in 1927, is another important land- 
mark in this field. 
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Cerebral angiography is the demonstration of 
blood vessels of the brain which have been made 
radio-opaque by injecting an opaque medium. 
This method has been infrequently used until 
recent years and its greatest value still lies in the 
diagnosis of vascular lesions such as intracranial 
aneurysms, A.V. shunts, angiomas, or intracranial 
haematomas. With increasing knowledge of 
normal vascular pattern the method is becoming 
of greater value in tumour localisation. It has 
been claimed that by the vascular pattern it is pos- 
sible to identify the gross pathology of the tumour 
one is dealing with. Workers in Torkildsen’s 
clinic in Oslo have used angiography so exten- 
sively that they feel they are able to recognise 
even the histology of the tumour by its vascular 
pattern and hence its operability. 


List and Hodges (1946) have been using cerebral 
angiography as a diagnostic aid in the United 
States since 1946. In our unit it has been one of 
the routine methods of investigation in intracranial 
lesions, whether vascular or neoplastic, since its 
introduction in 1955. 


Previously the method of introducing the dye 
was by open exposure of the carotid artery and 
injecting the dye under direct vision. Since 1948 
Poppen has been using the closed or percutaneous 
method. The percutaneous method of puncturing 
the carotid artery gives equally satisfactory 
results. We also prefer this method in our unit. 
At times the closed puncture method may not be 
successful in a short-necked individual, and in 
such cases the open method is resorted to. 


For a complete cerebral vascular pattern both 
carotid and vertebral angiograms are necessary, 
but we have only occasionally used the vertebral 
puncture. At times when a posterior pole localisa- 
tion is suspected, vertebral filling of the dye is 
possible by direct puncture of the common carotid 
artery and pushing the dye while compressing the 
artery above the point of the needle and obstruct- 
ing the axillary artery of the same side with a 
tourniquet. Similarly, the anterior and middle 
cerebral arteries of both sides can be filled by com- 
pressing one carotid artery while the other is being 
injected. 

In earlier days the contrast medium used was 
thorotrast (radioactive thorium dioxide). Thoro- 
trast has now been discarded since it may initiate 
malignant changes in the injected tissues and liver. 
At present the contrast medium used is diodone. 
It has been experimentally determined that 35 per 
cent solution of this dye can be injected in an 
individual in an amount of even 120 ml. at a single 
sitting. The intra-arterial injection of this dye 
may cause some discomfort and in sensitive indivi- 
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We have employed 30 per 
In 


duals some reactions. 
cent concentration of the dye with success. 
case of huge A.V. aneurysms and indirect verte- 
bral angiography a higher concentration of dye 


may be needed. For the above two conditions 
we have used 50 per cent of the dye. We are now 
using urograffin (German Scherring) 60 per cent 
as a routine, and we have used up to even 40 ml. 
of this dye without any reaction. 

Before angiography is decided upon the patient 
is tested for iodine sensitivity as a routine. This 
can be done by oral administration of potassium 
iodide mixture or by intracutaneous injection of a 
few drops of diodone or by the conjunctival test. 
Normal redness of the conjunctivae of both the 
eyes are first noted and one drop of 30 per cent 
diodone is instilled into one conjunctival sac and 
after 30-45 minutes both the eyes are again 
examined for redness or oedema. If there is no 
increase in redness diodone can be used safely. In 
our practice we have encountered such reaction in 
3 cases only. 


TECHNIQUE OF CEREBRAL ANGIOGRAPHY 


The angiography is carried out in the morning 
with the patient in empty stomach, or a cup of 
tea may be allowed. General anaesthesia has been 
rarely used in our unit, except for children or 
apprehensive individuals. The patients are taken 
to the x-ray room well sedated with chlorproma- 
zine and luminal. This preliminary sedation has 
allowed us to puncture the carotid artery even in 
a boy of 7 years without general anaesthesia. 
The patient’s head is placed on the screen of the 
angiography unit. The machine can be adjusted 
so as to allow simultaneous P.A. and lateral ex- 
posures to a maximum rate of 6/second. Exten- 
sion of the head is helped comfortably by soft 
rubber cushions. Preliminary aseptic measures 
are taken and the site selected for puncture is 
infiltrated with a few ml. of 2 per cent novocaine. 
After a stab with a sharp scalpel the tip of the 
needle is introduced. The common carotid artery 
is slightly displaced laterally and it is forked in 
between the second and third fingers of the left 
hand. The artery is punctured with a thrust 
when a pulsating gush of blood appears. Glucose 
or normal saline solution is then made to run 
through the needle. The x-ray machine is 
checked up and then about 10 ml. of the dye is 
injected at one shot. The switch of the machine 
is pressed during the injection, as soon as 7 ml. 
of the dye has been pushed in. This timing gives 
excellent serial arteriography. If venograms are 
also wanted then exposure after 2 seconds will 
give the filling of superficial veins on the convex- 
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ity of the cerebrum (phlebogram of the first phase). 
Demonstration of the large dural sinuses (phlebo- 
gram of the second phase) is possible if pictures 
are taken after 4 seconds of injection. 


As soon as the investigation is complete the 
needle is withdrawn and firm pressure applied for 
a few minutes, after which an adhesive plaster 
strip is applied with minimal dressing. 


COMPLICATIONS 


A number of complications ranging from minor 
discomforts, vomiting and convulsions to perma- 
nent hemiplegia, respiratory embarrassment and 
even death have been reported. In our unit, out 
of 500 angiograms performed in the course of 5 
years we had encountered transient hemiplegia in 
3 cases, severe convulsion during injection in 2 
cases and aggravation of symptoms in one case. 

The actual cause of hemiplegia is not definitely 
known. Some of the possible causes are: 

1. Air embolism—Air is either pushed along 
with the dye or nitrogen bubbles are evolved from 
blood, due to contact with cold dye. It is pre- 
ferable to maintain the dye at a temperature of 
90°—100°F. 

2. Thrombo-embolism, due to long stay of the 
needle inside the artery. 

3. Arterial injection of saline solution is said 
to cause occasional thrombosis of vessels, and so 
5 per cent glucose is preferred. 

4. In some cases there is a drop in the blood 
pressure during angiography. This transient arte- 
rial hypotension may be a possible cause of hemi- 
plegia. 

Respiratory embarrassment is possible either 
from localised haematoma or extravasation of the 
dye round the trachea, thereby causing oedema 
of the larynx, or at times an allergic spasm of 
muscles has been observed producing trismus and 
falling of the tongue backwards. These are 
tackled by establishing a clear airway. 

Deaths have been reported from massive 
thrombosis of internal carotid artery throughout 
its course, or from extreme damage of cortical 
cells from perivascular haemorrhages, or from ex- 
treme cyanosis and respiratory failure. 

Despite these demerits, the place of cerebral 
angiography in the localisation of intracranial 
lesion is unquestionable. It has special advantages 


over air studies in view of the fact that it does 
not further increase the already high intracranial 
pressure and unlike ventriculography it does not 
precipitate the need for intracranial surgery, ex- 
cept in late cases with very large intracranial 
tumours. 
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SPECIALITY PROBLEMS OF DERMATO- 
LOGY IN INDIA 


SHARAT C. DESAI, 


Honorary Dermatologist and Venereologist in-charge 
Department of Dermato-Venereology 
K. E. M. Hospital and G. S. Medical College 


Bombay 

The majority of dermatological problems fail 
to attract public attention for their ‘trivial’ nature. 
But this does not appear to be so from the suffer- 
ings of patients attending the outpatient depart- 
ment. Fig. 1, prepared from statistics over the 
last 10-years, shows the first five departments in 
order of the highest outpatient attendance at the 
K. E. M. Hospital, Bombay. The skin and vene- 
real diseases account for the third highest attend- 
ance at the outpatient department and are only 
next to medicine and surgery. This suggests that 
cutaneous morbidity must be of an extenuating 
nature to attract so many patients, in spite of the 
known hardship of attending a general hospital. 
Fig. 2 shows an analysis of the major disease 
categories from the records of the skin and vene- 
real department. It shows that the major load, 
47 per cent of dermato-venereological disorders, 
falls in the group of diseases caused by infective 
agents. The other 53 per cent of the cases 
account for the remaining 270 diagnostic entities 
encompassing the rest of dermatologic problems. 
The main diseases in the infective group are 
scabies (19°5 per cent), pyoderma (12°8 per cent), 
leprosy (5°5 per cent) and mycotic infections (11°5 
per cent), The high case loads of these parasitic 
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Visits 36,376) 


infestations were also reported from the skin and 
venereal diseases departments from five other 
medical centers in India, in reply to the author’s 
questionnaire. Another important fact is the high 
load of repeat attendance for these diseases. This 
indicates the infectiveness of our therapeutic 
methods in spite of the availability of specific 
treatments for scabies and pyoderma. The chroni- 
city of mycotic and leprosy infections explains 
why repeat attendance outnumbers the new 
patients. Cases of viral infections such as herpes 
simplex and zoster, warts and molluscum conta- 
giosum form only 1'2 per cent of the total new 
outpatients. The number of new cases seen in a 
year were 51 of herpes simplex, 108 of herpes 
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zoster, 112 of warts and 43 of molluscum conta- 
giosum. These viral infections are not so highly 
contagious as the parasitic group. Perhaps there 
is a natural immunity against them, which breaks 
down only under special circumstances in a few 
individuals. There are no large-scale epidemio- 
logical studies on these identities, and we know 
less about the factors responsible for their low 
infectivity, and the mechanism of natural resist- 
ance. High incidence of parasitic diseases signi- 
fies generally the poor health and poor hygienic 
facilities which go with the low living standards 
of the hospital class of patients. 


Let us examine the infectivity rates of these 
conditions. The contagiousness of scabies and 
mycotic infections were examined in the families 
of 25 patients of each, and the results are shown 
in Table 1. It shows that the infectivity rate of 
scabies is 100 per cent and that of ringworm in- 
fection of skin is 41 per cent. Figueredo and 


TaBLe 1—SHOWING RESULTS OF EPIDEMIOLOGICAL 
SuRvVEy OF SCABIES AND RINGWORM OF SKIN 


No. of members No. of members 
3 No. of examined infected 
Diseases te 
families 


Adults ‘Children Adults Children 


Scabies a 25 52 60 


Ringworm of 
skin 25 60 16 


Desai (1949) found 171 clinically and bacteriologi- 
cally positive cases out of 573 contacts of leprosy 
patients whom they examined. This makes the 
contagiousness of leprosy at 30 per cent. Pedrup 
(1959) reported the infectivity of staphylococcal 
infections to be 40-47 per cent in the general 
population and as high as 58-77 per cent in the 
hospital patients. Thus for every patient seeking 
medical advice for any of these four infections, 
there are others in the family who are already 
infected or are incubating the disease. Under the 
circumstances, unless the members of the whole 
family are brought under surveillance and treat- 
ment, the therapeutic approach is bound to fail. 
This fact is responsible for the high incidence of 
repeat attendance in these diseases. This situa- 
tion requires proper epidemiological handling, for 
which the services of health visitors are necessary. 
The latter can also help in educating the public 
in elementary hygiene. 


Another problem in this group of diseases is 
the chronicity of fungous infections and leprosy. 
Proper laboratory facilities are required for their 
diagnosis, and for investigations into many un- 
solved mysteries in the pathology, immunology 
and factors favouring susceptibility to these in- 
fections. 

Leprosy has been considered by the Indian 
Government ‘as well as by international agencies 
like the W.H.O. as a major problem and separate 
organisations have been set up to combat it. The 
question arises if this arrangement will effectively 
and economically serve the purpose. Thousands 
of patients prefer the skin department of a gene- 
ral hospital, rather than be branded as ‘lepers’ 
by attending special leprosy clinics. Moreover, 
we have only a few specialists in leprosy and many 
among them do not have an adequate understand- 
ing of the various dermatological conditions which 
masquerade as leptosy, nor are they trained in 
the fundamentals of basic cutaneous physiology 
and disease responses. Opinion is already veer- 
ing round the necessity of approaching leprosy 
like other infective disorders and refraining from 
thinking in terms of institutional approaches of 
the past. The social stigma attached to these 
patients by long and ancient tradition can only 
then be removed. Under the circumstances of 
the paucity of trained personnel, investigative 
facilities of specialised nature, and finances, the 
interests of leprosy patients are more likely to be 
served best by its amalgamation with the depart- 
ment of dermatology in a general hospital. The 
same arguments apply to the field of venereal dis- 
eases. It is well known that many cases of leprosy 
and venereal infections are tackled by dermato- 
logists. We should take a broader view from the 
vantage of the whole discipline of dermatology. 
This is not intended to decry the good work 
already done by dedicated leprologists and vene- 
reologists of the past. But such dedicated souls 
of necessity were few and far between ; they could 
hardly touch the fringe of the vast problem of 
handling the patients and tackling the disease on 
a national front. 

The other chronic problem of fungous infec- 
tions involve a special field of medical mycology. 
This latter requires adequate experience and train- 
ing in the handling of many different organisms 
which are responsible for fungous infections of 
the skin, hairs, nails and subcutaneous tissues. 
Some fungi invade the subcutaneous and deep 
tissues and give rise to chronic mutilating dis- 
eases such as maduromycosis, actinomycosis and 
nocardiosis. Occasionally one may also encounter 
fungi giving rise to systemic infections like histo- 
plasmosis, cryptococcosis, systemic nocardiosis, 
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Systemic candidiasis, blastomycosis, sporotrichosis, 
etc. The latter diseases being rare, can easily be 
handled by dermal mycologists. In fact most sig- 
nificant contributions in this field have also come 
from the dermatologists. There is hardly a single 
dermatology department in our country with com- 
petent laboratory facilities to offer an effective 
help in the diagnosis and research in these 
diseases. 

The total case load of syphilis has been reduc- 
ed by penicillin therapy. For instance, there were 
2,276 cases of syphilis out of 3,371 total new 
venereal disease cases in 1950 and 1,022 out of 
3,144 in 1959. The number of cases of late syphi- 
lis requiring specialised knowledge and facilities 
for their management has also reduced and form 
only about 10 per cent of syphilis. The case load 
of urethritis has increased by 100 per cent and is 
26 per cent of total venereal cases. The number 
of cases of chancroid remains the same in 1959 as 
in 1950 and is 12 per cent of the total attendance. 
Phagedaena has almost disappeared. The number 
of cases of granuloma and lymphogranuloma 
attending our clinic are 53 and 30 and form a very 
small percentage of the total attendance. They 
are less common in Western India. Hence this 
group of diseases can be effectively handled in a 
well-equipped skin department without requiring 
duplication of facilities. This is the situation in 
the majority of hospital clinics in India and 
abroad. The special venereal diseases organisa- 
tion can hardly be justified under the existing 
changed circumstances. 

Allergic disorders account for 11°8 per cent 
of the new case attendances, and constitute 
another major and difficult field of this speciality. 
In this group are problems of sensitisation of the 
human system and the skin to various microbial, 
physical and industrial contactants. This field 
requires investigative and diagnostic facilities of 
a specialised nature to take care of many cases of 
allergy and eczema. As yet there are no adequate 
facilities for investigation of these problems in 
our country. A report from this clinic (Dhuran- 
dhar, 1960) on the nature of sensitising substances 
causing contact eczema illustrates the necessity of 
vigilance against the use of an ever increasing 
number of synthetics and chemicals. It also 
shows the preventive role which the allergist has 
to play by focusing the attention of general mer- 
chandising and industrial communities to the 
problems they are likely to create. 

Another field of dermatology which requires 
attention is the physical therapy methods. Vari- 
ous physical modalities like sources of ultraviolet 
rays, Kromayer rays, x-rays, electro-therapeutic 
procedures and chemical and radioactive com- 
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pounds, should be handled by adequately train- 
ed personnel. There is no other field than skin 
diseases, where all these modalities are being as 
extensively used. 

Taking an overall view of above problem we 
should start thinking of the personnel and the 
organisation to tackle these. The field of this 
speciality is vast but it has to be organised pro- 
perly. It is not generally realised among medi- 
cal people that there is enough work in this 
speciality to support well-trained specialists in 
most cities. They will automatically wrest this 
field, by their superior knowledge, from the hands 
of poorly trained physicians with an armamenta- 
rium limited to a few formulae, latest proprie- 
tary ointments and drugs detailed by the last 
detailer and also from the charlatans and the dis- 
pensors of proprietary magic ointments. Expen- 
sive advertisements in the lay press and on the 
radio by the latter indicate the size of this field, 
which requires handling by trained specialists. 
Elsewhere we (Desai, 1959) have mentioned the 
need for creating two types of specialists, viz., 
(a) those in the training centres with a longer 
academic training in basic sciences in addition 
to clinical dermatology, and those required to 
man the practical dermatologic problems at the 
district and mofussil levels, and to fulfil the 
needs of epidemiologic problems already mention- 
ed. The latter could be less intensively trained 
in academic pursuits. 

Next, let us see the state of medical facilities 
which exists today for the care of the vast prob- 
lem of cutaneous ill-health. In most teaching 
centres, the dermato-venereology department is 
the tail-end of a medical organisation and the tail 
has even lost the wagging capacity. Most of 
these departments are only ‘“‘table and chair 
cubicles’’ were ‘“‘look, diagnose and prescribe’’ is 
the only ritual. There are no laboratory facilities 
attached to them. Some of the incumbents who are 
obliged to man these departments are not suffi- 
ciently trained and those who are trained, lose 
the thinking capacity in the sterile cubicles men- 
tioned above for want of facilities to satisfy their 
intellectual curiosities. Better talents are attract- 
ed to other fields which provide better organisa- 
tional, academic and financial returns and recog- 
nition. To take care of our country’s skin dis- 
ease problems which are not insignificant, we have 
a very few well-trained specialists who are avail- 
able only in large cities. Many cities even with 
a population of 200,000 to 500,000 provide no 
dermatological help. Kandhari’s survey (1956) 
on the existing facilities is an eye-opener and 
deserves serious study. The insignificant num- 
ber of trained specialists in our country, consider- 
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ing the magnitude of the problems, can be realis- 
ed by the fact that the U.S.A. with a population 
of a third of ours has more than 2,500 trained 
dermatologists compared to about 100 dermato- 
logists in India, in the year 1955. 

The organisation of skin and venereal depart- 
ments should start first in the teaching institu- 
tions. A well-planned department should have 
(a) a clinical section—with a group to take care of 
day-to-day problems, (b) an epidemiological section 
to take care of epidemiologic aspects of venereal 
diseases, leprosy, scabies, pyoderma and mycotic 
infections, (c) laboratory facilities with training 
of paramedical personnel to be of assistance in 
the techniques of mycology, dermal pathology, 
allergy, leprosy and serology (the clinician may 
select one or more among them for specialised 
attention), (d) a physiotherapy department with 
trained personnel to take care of x-rays, ultra- 
violet rays and other radiations, under clinical 
supervision and for attending to mutilating dis- 
eases such as leprosy and (e) a research section to 
tackle various problems in each of the individual 
fields enumerated above. The last section will 
naturally be geared in scope to the capacities, 
training and interests of the personnel manning 
the clinic. Constant research should form an inte- 
gral part of clinical medicine instead of the clois- 
tered research workers who do not handle or know 
the problems pertaining to their own fields. A 
recent report (Wade, 1960) of this nature is an 
indication of the present state of affairs. The 
co-ordination outlined above will ultimately serve 
better in handling the patients. 

In the ultimate analysis, the setup suggested 
above is not peculiar to this speciality alone. It 
could be used with suitable modifications for all 
the specialities. The main points at issue are (1) 
tc integrate the epidemiology and research under 
the same roof with the clinical discipline and (2) 
to amalgamate the fields of leprosy and venereal 
diseases with dermatology. 
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CASE NOTE 


OPHTHALMOPLEGIA FOLLOWING 
ENTERIC FEVER 


M. C. NAHATA, M.B.B.s., M.S., D.O.M.LS. 


Department of Ophthalmology 
Gandhi Medical College, Bhopal 


Information about ophthalmoplegia as a sequela to 
typhoid fever is scanty. The bilateral form of inter- 
nuclear ophthalmoplegia is relatively common, whereas 
the unilateral form is relatively rare. Encephalitic 
symptoms not infrequently accompany typhoid fever and 
various ocular palsies may occur. The lesions may be 
meningeal or focal in the brain substance and are pro- 
bably due to perivascular infection of the central ner- 
vous system, the symptoms being frequently permanent. 

The most common ocular manifestation is the ab- 
ducens nerve paralysis, which is bilateral, while partial 
oculomotor or trochlear palsy or total ophthalmoplegia 
is a rare feature. Paralysis of the fourth and fifth 
nerves with sparing of the third nerve has probably 
never been seen. 

Paralytic ptosis is very aptly corrected by imsertion 
of hands of fascia lata from the lid margin to the fron- 
talis muscle. 


CASE REPORT 


S. R., male, aged 60 attended the ophthalmic 
outpatient department of Hamidia Hospital, 
Bhopal on 6-11-59 with complaints of inability to 
open both the eyes (Fig. 1) and nodding of the 
head for the last five years. The complaints 
appeared after continued fever for about 30 days 
in an attack of enteric fever. Simultaneously both 
the eyes were found deviated laterally. 


From personal history it was found that the 
patient had married twice and had six children by 
the first and five by the second wife, and all the 
children died during infancy. Occasionally the 
patient used to take alcohol. 


EXAMINATION 


The patient wore his turban in such a way that 
both the dropped upper eye lids had to be raised 
partially to enable him to see. 


Local examination showed paralytic ptosis on 
both the sides. Both his eyes were deviated 
laterally (Fig. 2), and wrinkles were visible on the 
forehead. On further examination, a _ central 
leucomatous corneal opacity was found in the right 
eye. Pupillary reactions were absent in both the 
eyes and the pupils were found dilated and fixed. 
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Fic. 2 Fic. 3 
FIG. 1—SHOWING PTOSIS OF BOTH THE UPPER EVELIDs. 
FIG, 2—SHOWING DIVERGENT SQUINT. FIG. 3—SHOWING SATISFACTORY IMPROVEMENT OF PTOSIS AFTER FASCIA Lava 
' GRAFT OPERATION 


Ophthalmoscopy of both the eyes showed lenti- 
cular opacity, more marked in the left eye. 

Visual acuity in the R.E. and L.E. was F.C. 1’ 
and P.L.P.R. 4+ respectively. Intra-ocular ten- 
sion in the R.E. and L.E. was 22 mm. Hg and 
20 mm. Hg respectively. 

The blood pressure was 135/84 mm. Hg. 

Neurological examination showed nothing 
beyond total paralysis of the third and fourth 
cranial nerves. 

Investigations—Kahn test of blood was nega- 
tive. Total W.B.C. was 8,770/c.mm. with 69 per 
cent polymorphs and 31 per cent lymphocytes. 

The urine examination showed no abnormality. 

X-ray of the skull and orbits, A.P. and lateral 
views, showed no abnormality. The paranasal 
sinuses appeared to be normal radiologically. 

Examination of C.S.F. showed no abnormality, 
and even the Kahn test was negative. 

Treatment—The patient was treated on medical 
line which consisted of : 


1. Berin, 100 mg. was injected intramuscularly 
daily for two weeks. 

2. Macrabin, 500 wg. was injected intra- 
muscularly daily for two weeks. 

3. Vitamin B-complex, 1 tablet, twice daily 
for 15 days. 


As the patient showed no improvement with 
medical treatment, surgery was undertaken for the 
correction of the ptosis. The standard fascia lata 
graft operation was performed on the right upper 
lid. This gave satisfactory result (Fig. 3). 


Following the treatment of the ptosis a reces- 
sion of 12 mm. of the external rectus was per- 
formed in the right eye. The degree of divergent 
squint was fairly reduced. 


COMMENTS 


Medical treatment is usually of not much avail in 
paralysis of the ocular muscles of long standing. Sur- 
gery is of paramount importance in such cases. How- 
ever a fair trial should be given to the medical treat- 
ment before undertaking surgery. Surgery is of value in 
the treatment of paralysis of ocular muscles only if some 
of the muscles are unaffected. 


Correction of paralytic ptosis by the fascia lata graft 
operation is satisfactory. 


Sparing of the sixth nerve is very rare and hence 
the case is reported. ’ 


SUMMARY 


A case of ophthalmoplegia (due to paralysis of the 
third and fourth cranial nerves without involvement of 
the sixth nerve) folowing an attack of typhoid fever 
is described. 


The case did not improve with medical treatment 
but responded fairly well to surgery. 
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ANTINUCLEAR ANTIBODIES : THEIR ROLE 
IN SYSTEMIC LUPUS ERYTHEMATOSUS 


Until 1948 the diagnostic criteria of the disease 
systemic lupus erythematosus (SLE) were not as 
precise as they are today. Hargraves et al’ were 
the first to evolve a dependable laboratory test 
for the diagnosis of this condition. In smears 
from heparinised preparations of bone marrow 
which had been kept at room temperature for 
sometime they demonstrated a characteristic cell, 
the lupus erythematosus (L.E.) cell, which repre- 
sented essentially the end-result of interaction 
between the L.E. factor (present in the serum of 
the patient) and nuclear material leading to the 
phagocytosis of a grossly altered nuclear material. 
Subsequent studies have shown that neither anti- 
coagulant nor bone marrow. samples are essential 
for the formation of L. E. cell* * *. This pheno- 
menon is perhaps better demonstrable in clotted 
samples of peripheral blood. 


L. E. cell may be described as a phagocytic 
cell which has ingested a homogeneous mass of 
nuclear material. The L. E. phenomenon differs 
remarkably from what is seen in the ordinary 
process of nuclear phagocytosis wherein the in- 
gested nucleus undergoes no significant change in 
staining reaction. Nuclear phagocytosis is a non- 
specific phenomenon which may be present in a 
variety of unrelated conditions and has therefore 
no diagnostic significance. The ‘Tart cell’ (first 
described in a patient named Tart) represents such 
a phenomenon of nucleophagocytosis and is in 
practice easily differentiated from the L. E. cell. 
In contrast, the specificity of a L. E. cell is very 
great indeed. Three ingredients are necessary for 
this reaction: the L. E. factor in the serum, the 


* HARGRAVES, M. M., RICHMOND, H. aND Morton, R.— 
Proc. Staff Meet. Mayo Clin., 23: 25, 1948. 


7 HaRGRAVES, M. M. AND OPFELL, W.—Progress in 
Haematology—Vol. I, 1956. Grune & Stratton, New 
York, p. 249. 


* OGRYZLO, M. A.—Canad. M. A. J., 75: 980, 1956. 


“Swarup, S. anD CHATTERJEA, J. B.—Indian J. Path. & 
Bact., 1: 191, 1959. 
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nuclei to be altered and leucocytes capable of 
phagocytosis. 


Initial studies on L. E. phenomenon as carried 
out with histochemical methods indicated that 
depolymerisation of nuclear desoxyribonucleic acid 
(DNA) is the first event in the alteration of the 
nucleus” * *, It was suggested that the L. E. 
factor in serum activated an intracellular desoxy- 
ribonuclease which in turn caused the depolymeri- 
sation. This concept of nuclear depolymerisation 
has now been invalidated by the detailed histo- 
chemical investigations of Goodman and Deitch’. 
These workers failed to show any change in the 
state of polymerisation of DNA in the L.E. trans- 
formation of nuclei. Instead, the initial swelling 
of cell nucleus was accompanied by a striking 
rise in the nuclear protein with loss of histone 
from the nucleus. They postulated ‘‘an influx of 
protein normally foreign to nuclei, a displacement 
of histone from its combination with DNA and 
association of the still polymerised DNA with the 
new protein’’. This new protein could be pre- 
sumably identified as the L.E. factor which had 
exerted its effect by direct combination with a 
constituent of the nucleus, probably the DNA. 
It has since been shown that the L. E. factor re- 
acts with the whole cell nuclei and also with 
isolated nuclear desoxyribonucleoprotein which 
consists primarily of DNA and the basic protein 
histone in salt linkage. Nucleoprotein quantita- 
tively absorbs the L.E. factor and is then readily 
phagocytosed giving rise to L. E. cell. The re- 
action is abolished by removal of DNA or histone. 
Substitution of hyaluronic acid or polyethylene sul- 
fonic acid for the DNA and replacement of histone 
by protamine would similarly affect the reaction. 
Nucleoprotein is the specific nuclear constituent 
with which the L. E. factor would react speci- 
fically’. 


The L.E. factor has rightly been regarded as 
an anti-nuclear factor consisting of one or more 
gamma globulin components that would bind 
somatic cell nuclei with antibody like specificity. 
The isolated serum factor has shown both the 


* KLEMPERER, P., Guert, B., Les, S. L. LeuCHTENBERGER, 
C. AND POLLISTER, A. W.—A.M.A. Arch, Path., 49: 
503, 1950. 


* Lee, S., S. anD I.—Amer. J. Med., 
10: 446, 1951. 


Kurnick, N. B., Scowartz, L. I., Pariser, S. 
Lee, S. L.—J. Clin. Invest., 32: 193, 1953. 


*GoopMaNn, G. C. aND DeircH, A. D.—jJ. Exper. Med., 
106: 575, 1957. 


* Hotman, H. R.—Annual Review of Medicine, Vol. 11, 
1960. Annual Reviews Inc., Stanford. p. 231. 
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physical and the immunological characteristics of 
typical human antibody globulin’. One of the 
intriguing points is the lack of any rigid species, 
cellular or organ specificity. The factor has been 
shown to be reacting with nuclear material of 
leucocytes, liver, spleen and kidney and with carci- 
noma cell or Hodgkin’s disease cell’®. 


It has recently been shown that in addition to 
L.E. factor, another serum substance is necessary 
for the phagocytosis phenomenon. This substance 
is present in normal serum and it resembles com- 
plement in some ways. In a subject with systemic 
lupus erythematosus, addition of normal serum 
was necessary for the L. E. cells to appear"’. 
Complement is fixed during the reaction between 
antinuclear factors and nuclear constituents, but 
is not essential for the reaction. In the absence 
of complement, antinuclear factors can be com- 
pletely absorbed from serum by nucleoprotein or 
nuclei. The present data would indicate that 
L. E. cells are produced by the activity of an 
autoantibody to desoxyribonucleohistone operating 
on the corresponding nuclear material. Antibodies 
to other nuclear constituents have been described 
but they per se are not capable of initiating the 
phenomenon, though they have some contributory 
role in the final morphological appearance of the 
altered nucleus’. 


In addition to antinuclear factors, the L. E. 
serum also contains anticytoplasmic bodies. The 
specific reactive constituent in the cytoplasm has 
not, however, been identified. Other autoanti- 
bodies have also ben described. These include the 
agglutinins against red cells, white cells and plate- 
lets. Clotting defects, positive Wassermann re- 
action, glomerular lesions in the kidney and the 
periarterial lesions in the spleen have all been ex- 
plained on the basis of y-globulins elaborated in 
course of the disease. In this context, it is worth- 
while recording that the patients with SLE also 
exhibit an undue responsiveness to foreign anti- 
gens. They develop frequent transfusion reactions 
and are prolific producers of antibodies to rare 
blood groups as also to antibiotics” **. All these 
facts are evidences in favour of a gross immuno- 
logical disturbance. 


The trigger mechanism that sets off the aber- 
rant immunological reaction is not known pre- 


1 WaLrorD, R. L.—Lenkocyte Antigens and Antibodies, 
1960. Grune & Stratton, New York. p. 107. 
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cisely. The behaviour of immunological system 
or rather the activity of the antibody forming 
tissues is presumably altered due to an intrinsic 
abnormality conditioned by various environmental 
stressors. An altered or abnormal immunological 
system fails to recognise autologous tissues and 
leads to the formation of abnormal antibodies 
active against autologous tissues which due to 
immunologic tolerance should not ordinariiy lead 
to any sensitisation phenomenon. Alternative 
theory of the antigenicity of various autologous 
tissues being altered (by infections such as a virus, 
or other environmental stressors) and the altered 
antigenic factors stimulating the normal immuno- 
logical system for the production of specific anti- 
bodies cannot be completely excluded. 


The exact pathogenetic significance of the L. E. 
factor is not known. The balance of available 
evidence would tend to indicate that the anti- 
nuclear L. E. factor as also the other anticyto- 
plasmatic factors are not themselves pathogenic. 
These would appear to be the byproducts of an 
abnormal immunologic system which per se may 
not have a direct causal role in the pathogenesis 
of the disease. In contrast, the erythroagglutinins 
and the thromboagglutinins have been known to 
cause haemolytic anaemia and thrombocytopenic 
purpura. 


Apart from systemic lupus, positive L. E. tests 
are not common, although they have been reported 
in rheumatoid arthritis, scleroderma, dermatomyo- 
sitis, and other related collagen disorders, 
Sjogren’s syndrome, cirrhosis of liver, hydralazine 
syndrome and a miscellaneous group of hyper- 
sensitivity states. In systemic lupus, even with 
relatively crude techniques, a high titre of anti- 
nuclear factor is demonstrable in practically all 
the cases. In other conditions, the incidence of a 
positive test is extremely infrequent even when 
more sensitive methods have been employed. It 
is possible that all cases showing a definitely posi- 
tive L. E. test reflect an underlying common factor 
of immunologic disturbance. In _ investigative 
study such a common denominator may provide a 
lead for a clearer elucidation of disorders of obscure 
aetiology and ill defined pathogenetic evolution. 
Out of all these theoretical considerations what 
still remains to be of supreme practical importance 
is the value of the L. E. test in the diagnosis of 
SLE. A diagnosis of SLE is now considered 
practically untenable when the L. E. test is nega- 
tive. Similarly demonstration of a positive L.E. 
test remains an almost ‘must’ in the diagnosis of 


SLE. 
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CURRENT MEDICAL LITERATURE 
Arteritis in Ri toid Arthriti 

Scemip, F. R., Cooper, N. S., Zirr, M. aNnp Mc- 
Ewen, C. (Am. J. Med., 30: 56, 1961) from the Depart- 
ments of Medicine and Pathology and the Rheumatic 
Diseases Study Group, New York University College 
of Medicine, and the Third (New York University) Medi- 
cal Division, Bellevue Hospital Centre, New York City, 
New York, write: 

The clinical and pathologic features of seventeen 
patients with rheumatoid arthritis and histologically 
proved arteritis were examined and compared with the 
findings in fourteen other patients with arthritis who 
had a negative biopsy. Of the seventeen patients with 
arteritis, eleven had a necrotising lesion. The reports 
of an additional eighty-one patients with arteritis, des- 
cribed in the literature, were surveyed for comparison 
with those of the present study. 

Several findings were more commonly associated 
with the patient with necrotising arteritis. These in- 
cluded a higher incidence of episcleritis, peripheral 
neuritis and the serum L.E. factor. The presence of 
these findings is suggestive evidence of necrotising arte- 
ritis. Subcutaneous nodules and clinically diagnosed 
pericarditis were noted equally in patients with either 
type of arteritis but infrequently in the patients with a 
negative biopsy. 

No precipitating factors for arteritis were found. 
Evidence for the suggestion that the use of corticoste- 
roids is related to this complication is not convincing, 
although more cases of necrotising arteritis have been 
reported in the era after cortisone; the data lend some 
support to the suggestion that in some patients corti- 
costeroid may promote transformation of non-necrotising 
to necrotising arteritis. 

The data do not finally answer the question whether 
arteritis, especially of the necrotising type, is a funda- 
mental event in the pathogenesis of arthritis or, alter- 
natively, that arteritis and arthritis are diverse mani- 
festations of rheumatoid disease. 

Jaundice in Hodgkin’s Disease 

Levitan, R., DtamonD, H. D. anp Graver, L. F. 
(Am. J. Med., 30: 99, 1961) from the Medical Neo- 
plasia Service, Department of Medicine, The Memorial 
Centre for Cancer and Allied Diseases; the Lymphoma 
Section of the Division of Clinical Chemotherapy, The 
Sloan-Kettering Institute for Cancer Research; and the 
Department of Medicine, Cornell University Medical 
College, New York, write: 

The pertinent literature dealing with jaundice in 
Hodgkin’s disease is reviewed, and an analysis is made 
of a series of 116 cases of jaundiced patients with 
Hodgkin’s disease observed at the Memorial Centre. 
The pertinent pathologic findings in fifty-seven patients 
who came to autopsy also are presented. 

Evaluation of the cause of jaundice in Hodgkin’s 
disease often is difficult. The chief cause of jaundice 
in our autopsy series was, in order of frequency, liver 
involvement with Hodgkin’s disease (70-2 per cent), no 


satisfactory pathologic or clinical explanation of jaundice 
(14 per cent) haemolytic anaemia (5-2 per cent), extra- 
hepatic bile duct obstruction due to tumour (3'5 per cent), 
hepatitis (3-5 per cent), choledocholithiasis (1-8 per cent), 
cirrhosis (1-8 per cent). 

The conventional liver function tests were not very 
helpful in establishing the cause of jaundice. Liver 
biopsy, whenever feasible and not contraindicated by 
the danger of haemorrhage, should be used more exten- 
sively in order to establish the cause of jaundice. 

Some therapeutic considerations in the jaundiced 
patient with Hodgkin’s disease are discussed. 


Relationship of Temperature to Sickle Cell Anaemia 


RUBENSTEIN, E. (Am, J. Med., 30: 95, 1961) from 
the Department of Medicine, Standford University 
School of Medicine, and the Department of Clinical 
Physiology, Community Hospital of San Mateo County, 
San Mateo, California, writes : 

The high viscosity of sickle cell blood, relative to 
normal blood at the same haematocrit, is further in- 
creased at cool temperature. Thus, in addition to the 
factors of pO,, pCO,, and pH, the thermal condition of 
a tissue, such as the cool superficial structures of the 
lower leg, is important in the localisation of sickle cell 
disease lesions. 

It is suggested that environmental temperature may 
play a role in the expressivity of the underlying genetic 
disease, and that climatic factors therefore may in- 
fluence the world distribution of the trait. 


Effect of Reduced Glomerular Filtration Rate and 
Responsiveness to Diuretics 


Reus, F. anp P. T. (Circulation, 23: 200, 
1961) from the Medical Policlinic, University of Berne, 
Switzerland write : 

Clearance experiments have been performed in 24 
subjects with different levels of glomerular filtration, 
suffering from renal disease without oedema, in order 
to compare the diuretic, saluretic, and kaliuretic res- 
ponses to a single intravenous injection of meralluride, 
chlorothiazide, or both together. The inulin clearances 
of these patients ranged from 5-9 to 135 ml. per minute. 
The effects of the drugs were studied under constant 
loading with saline over 3 hours after injection. 

Our results indicate that over a wide range (15 to 
20 ml. per minute up to normal values) a permanent 
reduction of the glomerular filtration rate has little in- 
fluence on the diuretic and saluretic effects of merallu- 
ride or chlorothiazide. Below 15 to 20 ml. per minute 
a further reduction results in a sharp decrease in the 
diuretic and saluretic actions. This can be best ex- 
plained by assuming that the diuretic agents block an 
increasing fraction of the tubular reabsorption of water, 
sodium, and chloride related to the decrease in glome- 
rular filtration rate. This fraction, however, seems to 
be limited to 30 to 40 per cent of the filtered load. 
Some dispersion in the glomerulo-tubular activity may 
account for the splay of the experimental curves. 

The kaliuretic effect of chlorothiazide is proportional 
to the glomerular filtration rate. This effect can be 
blocked by meralluride. 
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Bphedrine Hydrochloride... . 25 mg. 


At high levels of glomerular filtration the diuretic 
and saluretic actions of meralluride and chlorothiazide 
are additive. At lower levels of filtration, such a summa- 
tion effect is not demonstrable. Apparently, both drugs 
given together cannot block the reabsorption of more 
than 30 to 40 per cent of the filtered load. 

A single injection of chlorothiazide does not lower 
the arterial blood pressure of hypertensive subjects, 
loaded with saline, but produces a slight decrease in 
the glomerular filtration rate, averaging 7 per cent. 


Antihypertensive Actions of Benzothiadiazines 


Winer, B. M. (Circulation, 23: 211, 1961) from the 
Department of Medicine and the Yamins Research 
Laboratory, Beth Israel Hospital and the Department of 
Medicine, Harvard Medical School, Boston, Massachu- 
setts, writes : 

Blood pressure, body weight, extracellular fluid and 
plasma volumes, 24-hour exchangeable sodium and 
potassium, and serum potassium were reduced after 6 
to 8 weeks of administration of chlorothiazide in 20 non- 
oedematous hypertensive subjects. The loss of weight, 
water, and sodium approximated the loss of a litre of 
isotonic extracellular fluid. 

The addition of 20 g. of salt daily to hydrochloro- 
thiazide therapy in nine patients and chlorothiazide 
therapy in one patient returned body weight and blood 
pressure to pretreatment levels, but further lowered 24- 
hour exchangeable potassium. The addition of 8 g. 
of salt daily usually failed to restore body weight to 
control levels and did not oppose the antihypertensive 
effects of chlorothiazide. 

Expansion of plasma volume by dextran to levels 
slightly above pretreatment values was associated with 
(1) a rise in systolic blood pressure but not to control 
levels and (2) no significant change in diastolic levels in 
10 patients during administration of benzothiadiazine. 

The antihypertensive effects of benzothiadiazines are 
due to sodium depletion and are not related to potas- 
sium loss. At least two mechanisms of antihyperten- 
sive action must be involved, one related to the effects 
of oligaemia, and another possibly to an impairment of 
the function of a humoral or neurogenic pressor system. 


Atrial Septal Defect in Children 

Evans, J. R., Rowe, R. D. anp KeitH, J. D. (Am. J. 
Med., 30: 345, 1961) from the Department of Paediatrics, 
University of Toronto, and the Research Institute of 
the Hospital for Sick Children, Toronto, Canada, give 
in the following lines the summary of their observations 
on the clinical diagnosis of atrial septal defect in 
children. 

The clinical features, including electrocardiographic 
and fluoroscopic examination, have been reviewed in 186 
patients with atrial septal defect proved at surgery or 
necropsy to determine whether or not the site of the 
defect and the presence of complicating lesions can be 
recognised by clinical assessment. 

The electrocardiogram proved to be a_ satisfactory 
method of differentiating secundum from primum 
defects in all but a few patients in whom the mean 
axis of the QRS complex was indeterminate and the 
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frontal vector formed at flat loop or figure-of-eight 
pattern about the horizontal plane. 

The clinical features of ostium secundum defects 
followed a uniform pattern. Variation from this pattern 
suggested pulmonary hypertension or a complicating 
lesion such as pulmonary stenosis, mitral stenosis or 
ventricular septal defects. The presence of partial ano- 
malous pulmonary venous drainage could not be identi- 
fied prior to cardiac catheterisation. 

The characteristic feature of persistent ostium primum 
defects, with or without abnormality of the atrioventri- 
cular valves, was the counterclockwise frontal vector 
with left axis deviation in the electrocardiogram. When 
the mitral valve was cleft, clinical evidence of mitral 
incompetence was noted in two-thirds of the patients. 
Additional signs of tricuspid incompetence were lacking 
when both atrioventricular valves were cleft. 

Common atrium was recognised by the presence of 
cyanosis at rest and left axis deviation of the P wave 
with a relatively short P-R interval. 

Patients with common atrioventricular canal had the 
same type of counterclockwise vector loop at the ostium 
primum group of defects but the remainder of the 
clinical features more closely resembled ventricular than 
atrial septal defect. 


Natural History of Ventricular Septal Defects in 
Infancy and Childhood 


LYNFIELD, J., GasuLt, M., ARCILLA, R. AND LWAN, 
L. L. (Am. J. Med., 30: 357, 1961) from the Paediatric 
Cardiophysiology Department, Cook County Children’s 
Hospital and Hektoen Institute for Medical Research, 
Chicago, Illinois, give in the following lines the 
summary of their observations on the subject : 

Over 450 patients with ventricular septal defect have 
been studied during the past ten years to determine 
the natural course of the disease, 140 by cardiac cathe- 
terisation. In thirty-two patients, who form the _ basis 
of this report, serial cardiac catheterisation have been 
performed. Of these, twenty were below the age of 
two years, eleven were between two and seven years, 
and one was fifteen years old at the time of the first 
cardiac catheterisation. The interval between the first 
and second cardiac catheterisation in twenty-six patients 
was two to five years, and one to seven years in the 
remainder. 

A high incidence of pulmonary hypertension asso- 
ciated with a marked increase in the pulmonary blood 
flow was noted in the first two years of life. The pul- 
monary arterial pressure decreased in sixteen of the 
thirty-two patients. A marked tendency for the pulmo- 
nary blood pressure and flow to decrease after the first 
year or two of life was noted, especially in those with 
initial mild and moderate pulmonary hypertension. 

In three patients and in another case not included in 
the present series manifestations of infundibular pul- 
monary stenosis appeared, due to the development of a 
pressure gradient at the right ventricular outflow tract. 
At surgery there was hypertrophy of the crista supra- 
ventricularis in one, and in the other three cases it was 
also accompanied by the typical anterior deviation of 
the parietal band seen in tetralogy of Fallot, 
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A progressive rise in pulmonary resistance associated 
with severe pulmonary hypertension was noticed only in 
three patients, who already had a considerably elevated 
pulmonary resistance at the time of the first cardiac 
catherisation. In all three patients the pulmonary flow 
remained in excess of the systemic flow and no signi- 
ficant right to left shunt occurred. No patient with 
normal or slightly elevated pulmonary resistance at the 
time of the first catheterisation subsequently had a 
marked increase in resistance. 

These studies demonstraate that in ventricular septal 
defect there is a definite tendency for the pulmonary 
artery pressures to fall after the first or second year 
of life, and thet there is no evidence for rapidly pro- 
gressing and irreversible pulmonary hypertension in 
early childhood. The point is important in relation to 
surgical intervention. 


Myxoma of Bone in Childhood 

ScaGurett1, O. anp Strinca, G. (J. Bone & Jt. Surg., 
43A: 67, 1961) from the Istituto Ortopedico Toscano 
dell’ Universita di Firenze, Firenze, write : 

A rare neoplasm of bone which shows great resem- 
blance to that referred to in the literature as chondro- 
myxoid fibroma is described. Two mew cases are re- 
ported and three similar ones previously published are 
mentioned in brief. 

The characteristics of the neoplasms that differentiate 
them from chondromyxoid fibromata are: onset in 
childhood, pronounced symptomatology, rather rapid 


course, predominance of myxoid tissue, metachromasia 


in the ground substance, and invariable recurrence after 
simple curettage. In view of these traits it is proposed 
that this tumour be called myxoma of bone. Surgeons 
are advised to treat these tumours by radical local re- 
section. 

Prognosis of Fractures of the Acetabulum 

Rowse, C. R. anp Lows, J. D. (J. Bone & Jt. Surg., 
43A: 30, 1961) from the Fracture Clinic, Massachusetts 
General Hospital, Boston, write : 

An end-result study of ninety-three acetabular frac- 
tures in ninety patients followed for from one to 
twenty-seven years, or for an average of six years, is 
presented. These fractures were classified as undis- 
placed posterior, inner-wall, and superior or bursting 
fractures. The prognosis would be different in the diffe- 
rent types of fracture, but, in general, the prognosis was 
found to be more favourable than would be anticipated 
from current reports in the literature. The more favour- 
able outlook for this fracture derived from this study 
is perhaps due to the fact that the patients studied 
were all those whose initial treatment was in one 
hospital. This gave a more representative balance 
between the good and poor results. 

The outcome of the hip appeared to depend primarily 
on the condition of the dome or weight-bearing portion 
of the acetabulum, the condition of the femoral head, 
the adequacy of the reduction of the dislocation, and the 
stability of the joint after treatment. The clinical and 
roentgenographic findings in the affected hips one year 
after injury were found to be a most reliable guide to 
the ultimate prognosis of the hip, since definite changes 
were noted at one year in those hips that deteriorated. 


140 


CURRENT TOPIC 


WORK OF WORLD HEALTH ORGANISATION 
IN 1960 


The most noteworthy activity of the World Health 
Organisation (WHO) in 1960 was the help given to the 
Republic of the Congo to enable it to meet the emer- 
gency that occurred after the attainment of indepen- 
dence. 

“The way in which WHO responded to this challenge 
is one of the best proofs of the soundness of its struc- 
ture and of the maturity it has reached in the barely 
twelve years of its existence, ‘‘said Dr. M. G. Candau, 
WHO Director-General, in his introduction to the Orga- 
nisation’s Annual Report for 1960, submitted to the 
Fourteenth World Health Assembly that opened in New 
Delhi, February 7, 1961. 


Dr. Candau added that it was clear by September 
that through an efficient coordination of the work of 
the United Nations, of WHO, of the International Com- 
mittee of the Red Cross and of the League of Red 
Cross Societies, the best possible use was made of the 
international resources which were put at the disposal 
of the newly independent countries. 

WHO also was able to work out a programme for 
the training and education of Congolese medical and 
paramedical personnel, at the same time recruiting the 
foreign personnel needed now to staff basic health 
services. 

Communicable diseases: There was significant pro- 
gress in 1960 in the various fields related to WHO’s 
vast malaria eradication programme. Sixty-one coun- 
tries or territories are known to be fully engaged in 
malaria eradication work, and in another nineteen the 
health authorities are on the point of adopting their 
final plans. In the majority of these countries WHO 
is giving direct help, advisory services, fellowships and 
other means of training, and supplies and equipment. 

Progress was also registered in the control of other 
communicable diseases. Efforts to improve the diag- 
nosis, treatment and prevention of tuberculosis were 
continued. Results of comparative trials of domiciliary 
and institutional chemotherapy for tuberculosis, conduct- 
ed by the Tuberculosis Chemotherapy Centre, Madras, 
with WHO assistance, confirm that in suitable circum- 
stances domiciliary chemotherapy is by no means in- 
ferior to institutional treatment. 

The two methods were found to be equally effective 
as regards improvement after one year of treatment, 
relapse rate during the second year and new cases 
among family contacts. 

Satisfactory progress was maintained in the national 
campaigns for the eradication of yaws, and it is esti- 
mated that over the last ten years half of the 200 million 
people living in yaws-endemic areas have been examined 
and, where necessary, treated. 

Increased incidence both of venereal syphilis and of 
gonorrhoea has been observed in several countries. The 
fact that attack rates are higher in the lower age groups 
presents new social problems. 
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Veterinary public health: tn veterinary public 
health, main emphasis was on the extension of research 
on brucellosis, which is still an important cause of dis- 
ease in certain areas where infected sheep and goats 
cannot be eliminated for economic reasons, and on 
rabies, The reliability and accuracy of the laboratory 
methods for diagnosing rabies have been much improved 
in recent years, but more rapid and reliable method of 
diagnosis in dogs is required, and WHO efforts are 
directed towards finding a solution of this problem. 

Virus diseases; The rapid progress in the study of 
live poliovirus vaccines reported in 1959 was accelerated 
in 1960. By mid-summer it was estimated that more 
than seventy million persons had received the vaccines. 
The largest studies were in the USSR where a strain 
developed in the US was administered to fifty million 
people, with an impressive record of safety and strong 
indications of efficacy. A meeting of the WHO Expert 
Committee on Poliomyelitis, in 1960, decided that all 
strains of the orally administered vaccine had been 
shown to be safe for administration to children and 
thus safe for use where poliomyelitis was predominantly 
a disease of childhood. In areas where polio affects a 
proportion of adults it was recommended that, for the 
time being at least, primary vaccination should be con- 
tinued with the inactivated vaccine and that the oral 
vaccine should be reserved for the reinforcing dose. 

Progress was made towards the eradication of small- 
pox, but rather slowly. India, where the disease has 
been endemic and where the highest number of cases 
has always been reported, is taking energetic measures 
to organise and develop a national eradication pro- 
gramme. Afghanistan, Indonesia and Pakistan also are 
intensifying anti-smallpox campaigns. 

In the three years from mid-1957 to mid-1960 the 
causal agent of trachoma has been isolated in at least 
seventeen laboratories throughout the world. This im- 
portant break-through, coming after fifty years of nega- 
tive or inconclusive attempts, has opened up new fields 
of research. During 1960 WHO continued its assistance 
to trachoma research in various ways, as well as con- 
tinuing assistance to governments in carrying out field 
projects for the control of trachoma and other eye 
diseases. 

Environmental sanitation: WHO sanitary engineers 
and consultants visited countries in all six regions to 
promote the WHO programme for the improvement of 
community water supplies. Technical help was given 
to Peru on an important water supply project: a con- 
sultant in waterworks design helped the national water 
authority in Cuba to extend water supplies rapidly: in 
Ghana a team of experts is helping with the develop- 
ment of the national water supply programme and to 
set up a water and sewage board: plams were made 
to help the Malagasy Republic to organise and execute 
a national water supply programme, especially for the 
capital, Tananarive. 

Public health services: WHO is advising govern- 
ments on the planning of public health services some- 
times as independent programmes, but often as part of 
of a wider scheme of social and economic development 
in which health, education, agriculture and other pro- 
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grammes are co-ordinated. The demand for nursing ser- 
vices, especially in the developing countries, is conti- 
nually increasing, and in 1960 WHO provided 163 nurses 
to 45 countries to help with nurse and midwife training, 
nursing administration at national and state levels, and 
as members of teams with public health programmes and 
communicable disease control. 

Health protection and promotion: Considerable pro- 
gress was made in the large-scale programme for the 
prevention of protein malnutrition in infants and 
children, which is still the world’s most important nutri- 
tional problem. This programme is being sponsored 
jointly by FAO, UNICEF, and WHO and its chief pur- 
pose is the production of cheap and suitable protein-rich 
foods. The practical results are perhaps most evident 
in Guatemala, where the Institute of Nutrition of Central 
America and Panama (INCAP) has developed a mixture 
of vegetable proteins called ‘Incaparina’, which is well 
accepted and is being distributed on an increasing scale, 
and in Africa, where mixtures of vegetable protein and 
skim milk are becoming popular in Nigeria and Uganda. 

The part WHO can play in assisting work on cardio- 
vascular diseases, particularly research, has become more 
clearly defined. The Organisation’s Advisory Committee 
on Medical Research considered that priorities should be 
accorded to coronary heart diseases, arterial hyperten- 
sion, pulmonary heart disease, cardiomyopathies, funda- 
mental research into factors controlling circulation, and 
research into cadiovascular diseases in animals. 

In order to further cancer research a scientific group 
that met in 1960 indicated, in order of priority, what 
studies on animal tumours should be undertaken in order 
to obtain information relevant to the solution of 
analogous problems in human beings. Some work was 
also done on the therapy of canine tumours, on the car- 
cinogenicity of food additives, on lung tumours and soft 
tissue tumours. 


Education and training: In all 1,006 fellowships were 
awarded for the period December 1, 1959 to August 31, 
1960. The fellows came from 122 countries and terri- 
tories; they studied in 83 countries and territories abroad. 
About 80 per cent were financed from the regular 
budget, 20 per cent from Technical Assistance Funds 
and 0:5 per cent by UNICEF. The acute shortage of 
physicians and other fully-traimed personnel in the 
greater part of the world still imposes a high priority 
on training large numbers of auxiliary workers, and 
much attention was given to this matter during the 
year, as well as to medical education and graduate train- 
ing in public health. 


Medical research: Highest priority has been given 
to research on communicable diseases in the Organisa- 
tion’s newly-developed medical research programme, 
particularly those prevalent in the tropics, and then to 
research on cancer, cardiovascular diseases, radiation 
medicine and human genetics. As far as the type of 
work that WHO should support in this field, the 
Thirteenth World Health Assembly decided that ser- 
vices to research should be given priority over actual 
conduct of research, such as the standardisation of 
nomenclature and techniques, the setting-up of refer- 
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ence centres, the improvement of communications 
between scientists and the training of research workers. 

Radiation and human genetics: WHO’s work on 
ionising radiation and atomic energy in relation to 
health is concerned mainly with radiation health, which 
involves the health problems of the effects of ionising 
radiation on man, radiation medicine, or the applications 
of radiation and radioisotopes in health work, and 
human genetics. 

Facts and figures: Regular budget for 1960— 
$18,113, 760; Membership—100 Member States; 2 Asso- 
ciate Members; Total staff as of September 30, 1960— 
2,041 of 63 nationalities, Headquarters staff—639. 


NOTES AND NEWS 


XV General Assembly of the World Medical 
Association 


The 15th General Assembly of The World Medical 
Association will convene at the Copacabana Palace 
Hotel, Rio de Janeiro, Brazil, September 15-20, 1961. 

Immediately preceding the Assembly from September 
llth to 14th the Brazil Medical Association will hold a 
symposium on Arbor virus. General topics to be dis- 
cussed will include: Definition, Nomenclature, Classi- 
fication, Antigens and Antibodies, Tissue Culture, Clini- 
cal and Laboratory Diagnosis, Epidemiology and Prophy- 
laxis. 

Conclusions of this symposium will be presented in 
the scientific session of the General Assembly on Sep- 
tember 16, 1961. 


Harry S. GEAR, M.D., D.P.H., D.T.M. & H. 
SECRETARY-GENERAL, WORLD MEDICAL 
ASSOCIATION 


The annual Conference of Medical Editors will cor- 
sider “Problems related to medical publications in Latin 
America’’. 

As a special feature the Instituto Britantan will pro- 
vide demonstrations of the techniques of extracting 
venom from snakes. 

Special topics on the programme of the General 
Assembly will include consideration of (1) Increased 
cost of Medical Care under Social Security Scheme, 
(2) Draft Code of Human Experimentation, (3) World 
Problems of Medical Education. 


Harry S. Gear Takes Office 


On July 3, 1961 Dr. Harry S. Gear of Johannesburg, 
South Africa succeeded Dr. Louis H. Bauer of New 
York as Secretary General of The World Medical Asso- 
tion. 


Diagnostic Research 

Now there are prospects for diagnosing diseases long 
before you ever know you are sick, a physician said 
recently at New York. 

Blood tests for certain tell-tale chemicals would pro- 
vide the tip off that a heart, kidney, liver or other 
organ was heading into trouble and perhaps even tell 
why. Then doctors could start earlier treatments, to 
prevent or minimise damage. 

This research promise was outlined by Dr. Felix 
Wrobelwski of New York City at the opening scientific 
session of the 110th annual meeting of the American 
Medical Association. 

This year the A.M.A. convention is introducing a 
new accent on the frontiers of medical research on the 
new ideas and trends and discoveries that create 
tomorrow’s medicine. 


New Medical Discovery 

A Purdue University engineer, turned doctor, has 
enabled a research team to develop a device called “fatal 
heart monitor” which reduce stillbirths. 

The device was developed by doctors from the 
Indiana University Medical Centre and Mario County 
General Hospital at Indiapolis. The team started work- 
ing on the monitor in 1959, but encountered electronic 
engineering. problems which they could not solve. 

Dr. Robert Braunlin, graduate of the Purdue School 
of Engineering and now an I.U. Medicine Centre 
Doctor, provided the missing key with his combined 
knowledge of electronics and medicine. 

The monitor is the size of a portable television set 


‘and allows physicians to listen to an infant’s heart 


beat beginning several hours before birth. They may 
note irregularities and act to prevent stillbirths or lack 
of oxygen which can cause cerebral palsy or mental 
deficiency. The monitor also can detect when the um- 
bilical cord is wrapped around an infant’s neck, another 
common cause of stillbirth. The monitor has been used 
in 125 births so far. 


Bombay and Kanpur Milk Schemes 


The milk conservation schemes in Bombay and 
Katipur will benefit from a 2-8-million-dollar allocation 
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made recently by the Executive Board of the U. N. 
Children’s Fund to 21 child-care projects in 12 Asian 
countries. 

The two schemes will receive 665,000 dollars and 
100,000 dollars respectively from UNICEF, according to 
a press release issued by the U.N. Information Office, 
New Delhi. 

The sum for Asia represents about 30 per cent of the 
total of some nine million dollars allocated by the Board 
for 83 projects in 51 countries and territories throughout 
the world. 

The Board has also approved the main policy pro- 
posals of UNICEP’s Secretariat, thus broadening the 
fields of action to include, among others, aid for national 
surveys of children’s need. 

Russia Presents Polio Vaccine 

The outbreak of polio in Andhra a few months ago 
had been completely eliminated, Dr. Ivan Boudnik, the 
Soviet pediatrician in India, said on 6-7-61. 

Polio was a very dangerous disease, he said. However 
the challenge of this danger had been met by the dis- 
covery of polio vaccines, especially the live vaccine dis- 
covered by the Soviet scientists. 

Dr. Boudnik said the difference between this vaccine 
and the earlier one was that instead of being injected 
it was taken orally. Besides, it was easy with the 


children since it looked and tasted like candy. He 
disclosed that about 80 million people in Russia and 
nearly 13 million in Poland, Bulgaria, Cuba and India 


had been immunised with the live vaccine. 

To check the outbreak in Andhra, Russia presented 
to India 100,000 doses of the live vaccine in April. 
Another 100,000 doses were supplied on 5-7-61. 

In addition, 5,000 doses of the vaccine were present- 
ed to the Indian Red Cross Society recently by the 
Soviet Red Cross Society. This gift consignment would 
be repeated every three months for a year, he said. 

Dr. Boudnik holds the chair of pediatrics in the Kiev 
Medical College. He had been in India for about a 
year now. He is expected to stay for another two 
years. 


New Anti-Rabies Vaccine made in India 

A live-virus vaccine for immunisation against rabies 
has been produced at the Haffkine Institute for the first 
time in India and will be marketed shortly, says PTI. 

The flury vaccine, as it is called, consists of a strain 
of rabies virus grown in fertile eggs to reduce its viril- 
ity to the extent it will not be able to cause fresh 
infection. Administered to persons, it creates immunity 
against infection from virulent strains such as entering 
the human body when a dog bites. 

Release of the vaccine to the public follows four years 
of experiments at the Haffkine Institute following its 
experimental production at the Pasteur Institute in 
Coonoor. 

The anti-rabies vaccine now in general use in India 
is grown in the brain matter from sheep, several 
thousands of which are killed every year to prepare it 
in quantities needed. The flury vaccine, on the other 
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hand is simpler to make as it requires only eggs. This 
vaccine which is stated to confer immunity for two 
years is already in widespread use in the USA and the 
Soviet Union. 


Tuberculosis Mortality Falls 


Mortality due to tuberculosis has been brought down 
in Maharashtra in the past few years, the State Minister 
for Health, Mr. Homi J. H. Taleyarkhan, stated in 
Bombay on 10-7-61. 

The incidence of tuberculosis had, however, to be 
checked, the Minister said. 

He was addressing the 23rd annual meeting of the 
Maharashtra State Anti-Tuberculosis Association at 
Sachivalaya. 

Infectious Diseases Hospital 

Another hospital in Calcutta, Infectious Diseases 
Hospital, Beliaghata, is being converted into a teaching 
institution and for the purpose all necessary sanctions 
have been made by the Government of West Bengal. 
The Director and necessary staff and subordinates are 
being appointed shortly. 

In this proposed college the students will have to 
undergo both theoretical and clinical courses of various 
infectious diseases like cholera, smallpox, diphtheria, 
tetanus etc. Arrangements for post-graduate research and 
study in these diseases will also be made in this institu- 
tion. 


Concern among Tuberculosis Experts 


The Union Health Ministry’s order to close down the 
internationally-run Tuberculosis Chemotherapy Centre in 
Madras by October this year is causing concern to TB 
experts in the country and abroad. 


The centre, which started functioning in 1956 under 
agreements between the World Health Organisation and 
the Union Government and between W.H.O. and the 
British Medical Research Council, has done outstanding 
work. 

Although these agreements were initially for a five- 
year period, both W.H.O. and the BMRC had offered 
to continue to help the centre in view of the value 
of the experiments. 

There were indications from the Union Government 
that it would continue the project with the assistance 
offered at least until the end of 1963. The Indian Council 
of Medical Research, the body representing the Govern- 
ment on the project, is understood to have favoured a 
proposal that the centre should be made permanent. 
The Government at one stage seemed to be of a similar 
view. 

Official Indian sources said that the Government's 
decision to close down the centre and shift the work 
to the National Tuberculosis Institute at Bangalore was 
taken to centralise all higher research in TB in one 
place. 

But those associated with the Madras centre argue 
that the research work consisting as it does of important 
follow-up studies on about 1,000 TB patients, can only 
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be transplanted to another area at the cost of five years’ 
research. 

Although Indian officials said that the closure deci- 
sion could be modified to extend the centre’s life by a 
few months or a little longer with ‘‘minimum staff’, 
they do not give any indication that the order would 
be radically altered. They said that since research work 
was of a continuing nature with one result leading to 
another inquiry, they could not continue the centre in- 
definitely. 

The centre was founded to investigate methods of 
treatment of TB cases at home with cheap and effective 
drugs which would not be a source of danger to the 
community. 

Studies by the centre have revealed that home treat- 
ment of TB by chemotherapy was highly effective, and 
there was little benefit extending this treatment beyond 
a year. These findings, which are of far-reaching im- 
portance, have, however, to be confined by a five-year 
follow-up programme at present in progress. 

One of the significant results obtained at the centre 
is that the Indian tubercle bacillus differs in some 
respects from tubercle bacilli found in Europe and 
America. This, when fully proved, will naturally have 
an important bearing on the treatment of Indian TB 
patients. 

It is learnt that W.H.O. has spent about Rs. 30 lakhs 
on the Madras centre while the Indian Research Council 
spends about Rs. 3-5 lakhs a year on it. British help 
has been largely in the form of nominating experts and 
in supervising the centre’s work. 


Fluorine in Water causes Disease 
A new disease, which causes paralysis, thickening of 
bones, nervous disorder and ultimately death, has been 
found to be prevalent in the Punjab. 
This was stated by Dr. Amarjit Singh, Principal of 
the Medical College, Patiala, at the annual gathering 


of Civil Surgeons and District Medical Officers of Health 
on June 27, 1961. 


Dr. Amarjit Singh said that the disease, which had 
been termed as endemic fluocosis, was caused by the 
drinkinng of water with an excessive content of fluorine. 

He said that the disease affected mostly villagers 
engaged in manual work who had to take a lot of 
water because of excessive sweating. 

In a recent sample survey conducted in 14 villages 
with a population of 60,000 in Bhatinda District, out of 
the 3,000 examined, 130 were found to be suffering from 
the disease. 


The incidence of the disease, he said was not likely 
to be lower than this in other parts of the country. 

Dr. Amarjit Singh stated that fluorine content be- 
yond the extent of one part in a million was harmful. 
In the State, the quantity of fluorine found in village 
wells had touched the figure of 14 parts in a million. 

He said that presently there was no medicine which 
could cure the disease. He suggested that a detailed 
survey be carried out in the State and wells in the 
affected areas be dug deeper or the areas be supplied 
with canal water. 


Scheme for Control of Cholera, Smallpox and 
Typhoid 


A scheme for control of cholera, smallpox and 
typhoid by inoculation and vaccination in Calcutta Metro- 
politan areas comprising Calcutta Corporation and 31 
Municipalities including Chandernagar Corporation and 
rural areas in between and bordering the Municipal areas 
is to start very soon. 

The set up of staff for the Scheme will comprise a 
Headquarters Unit with an Epidemiological Section, and 
six Zonal Units—each Zonal Unit catering to the needs 
of about one million people on an average. — 

The estimated cost of the scheme during the Third 
Five-Year period is Rs. 126 lakh for recurring and 
Rs. 35 lakh for non-recurring, states a Press Note. 


New Chest Clinic at Digri Sanatorium 


The inhabitants of Garbeta, Salboni and Ghatal 
Chandrakona areas of Midnapore district, West Bengal 
hailed the opening of a new Chest Clinic at Digri Sana- 
torium by the octogenarian donor, Mr. Ashutosh Singh 
of Chandrakona Road on June 25. Indigent patients 
will get the benefit of free x-ay examination, laboratory 
facilities, etc. in the clinic. 

The Superintendent of the Sanatorium, Major S. K. 
Ganguli, persuaded Mr. Singh to donate Rs. 10,000 
towards the opening of the Clinic which will be a boon 
to the T.B. sufferers in the locality. 


Foundation Stone of University College of 
Laying the foundation stone on 1-7-61 of the Univer- 
sity College of Medicine building on Lower Circular 
Road, Dr. Roy spoke of the utility of an institution 

offering adequate scope for research in medicine. 


Such an institution the University College of Medicine 
was intended to be, he said. Every progressive country 
today carried on research in medical fields and thereby 
kept in close touch with the ‘‘dynamic nature of develop- 
ments in medical science.” 

The idea of setting up an institution of postgraduate 
medical studies was first mooted by Dr. Roy jn 1944, 
when he was the University’s Vice-Chancellor. 


Stipends for Public Health Engineers 


The Union Ministry of Health has decided to give 
financial assistance in the form of stipends, fees and 
other expenses to 240 public health engineers and 
auxiliary public health engineering personnel who may 
be deputed for training in the various public health 
engineering courses during the current year. 

Candidates sponsored by the State Government, 
municipal corporations, improvement trusts and _ local 
bodies through State Governments and approved by the 
Ministry of Health are eligible for the assistance, says 
a Government Press release. 

The stipends will be in addition to normal pay and 
allowances paid to the trainees by the State Governments 
or local bodies. 
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Public Health Education in Andhra 


The School Health Education Committee appointed 
by the Government, had its first meeting on June 9 
under the chairmanship of Dr. N. Ramlal, Director of 
Public Instruction. 


The training of school teachers in health @@ucation 
and hygiene, under the auspices of the State Bureau of 
Health Education, Directorate of Public Health, was re- 
viewed and the future programme for the year 1961-62 
was approved in the committee. It is proposed to train 
two batches of teachers in Hyderabad city, one batch 
exclusively consisting of primary school teachers and 
the other batch of secondary school teachers. It is also 
proposed to train a batch of 50 teachers at each of the 
regional headquarters, namely Visakhapatnam, Guntur, 
Kurnool and Warangal during the year. It was also 
decided in the Public Health department that the 
question of extending a similar training programme to 
all the district headquarters will be taken up during the 
yearl 1962-63. The President, Teachers’ Association, has 
whole-heartedly supported the above training scheme of 
the teachers and pledged his support for the programme. 


DTM & H and LTM & H Courses 


The nine months’ courses of instruction for the 
(1) D.T.M. & H. (Diploma in Tropical Medicine and 
Hygiene) under Calcutta University and (2) L.T.M. & H. 
(Licentiate in Tropical Medicine and Hygiene) under 
the Faculty ef Tropical Medicine and Hygiene, West 
Bengal will begiri from the 25th October, 1961. The 
D.T.M. & H. course is open to medical graduates of 
Indian Universities or candidates possessing equivalent 
qualifications recognised by the Calcutta University for 
this purpose, who have been engaged in medital practice 
for a continuous period of at least 15 months or held 
residential appointment in a teaching hospital for at 
least one year. The L.T.M. & H. course is open to 
the medical licentiates registered in any State Medical 
Council of India but medical graduates may also be 
admitted, if they desire. Applications for admission in 
the prescribed form (obtainable from the School office) 
should reach the Director, School of Tropical Medicine, 
Calcutta by the 3ist August, 1961. 


IVth International Publicity Congress 


The Fourth International Publicity Congress will be 
held in Madrid, Spain from 20th to 22nd September, 
1961 under the auspices of the International Advertising 
Association. 


CORRESPONDENCE 


The Editor is not responsible for the views 
expressed by correspondents 


Rudanti in Pulmonary Tuberculosis 


Str,—In February 16th 1961 issue of your journal, 
there appears an article on “‘Rudanti in Pulmonary 
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Tuberculosis” by R. N. Tandon et al wherein speci- 
fic reference has been made to an earlier paper pub- 
lished by me. 
As this reference is rather misleading I am requesting 
you to please publish this clarification about my paper : 
(a) I have never claimed that Rudanti alone is use- 
ful in active bilateral pulmonary tuberculosis. 
(b) The results reported by me were not obtained 
with Rudanti alone as cited by Dr. Tandon but 
with Capyna, a compound in indigenous drugs 
of which Rudanti is only one ingredient. 
Further my patient had been treated with the 
standard therapy for over 2 years before being 
put on Capyna Conipound. 
Since the patient is working in a semi-Govern- 
ment organisation, all records are preserved and 
are open to scrutiny. The patient had volunteer- 
ed to have his name published but because of 
medical ethics I had refrained from doing so. 
yours etc. 


Bombay V. B. 


REVIEWS 


Congenital Malformations of the Heart (two Vols)—By 
Helen B. Taussig, M.D., revised 2nd edition (1960). 
Published for the Commonwealth Fund by the Harvard 
University Press, Cambridge, Mass., U.S.A.; Vol. I: 
10”x7”, pp. 204; $4.75; Vol. II: pp. 1049; $17.50. 


Dr. Taussig’s Congenital Malformations of the Heart 
first published in 1947 soon became an established book 
on the subject and has for long been out of print. Its 
revised publication, now in two parts, is very welcome. 

The first volume, a slim 200 pages, covers general 
embryological considerations, aud emphasises the value 
and limitations of diagnostic procedures, routine and 
specialised; it gives a masterly chapter on cyanosis. 
There is an independent index. 

Volume II is the much expanded basic text material 
on the specific malformations dealt with in detail. In 
a thousand pages, well interspersed with the circula- 
tion diagrams which made the first edition so valuable, 
Dr. Taussig has succinctly given of her tremendous 
experience an exposition which is personal, uncrowded 
with references, and supplemented with case histories, 
illustrative specimen hearts, and comprehensive chapter- 
summaries reviewing the salient features of the specific 
malformation concerned. 

This is altogether a very valuable book for cardiac 
clinicians, surgeons, radiologists, and as an established 
authority on the subject must take its place in every 
medical school library. 

G. S. Karat 


Congenital Deformities—By Gavin C. Gordon; 1961, 
E. & S. Livingstone Ltd., Edinburgh and London; 
10”x7", pp. viiit+128; 37s. 6d. 


The aetiology of congenital deformities has stimulat- 
ed medical investigators since the days of Hippocrates. 
Factors such as genetics, environmental influences and 
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mechanical factors on the developing embryo have been 
incriminated from time to time. Though mechanical 
factors were first insinuated by Hippocrates, genetics 
and environmental factors were stressed in more recent 
times by experimental work on developing embryo in 
animals. 

Prenatal mechanical factors in human foetuses have 
been stressed in different congenital deformities, as 
talepes and congenital dislocation of the hip, and form 
the crux and main theme of this very stimulating mono- 
graph by Mr. Gavin who has studied this problem from 
different facets for the last twenty years. As a corollary 
to this study of mechanical factors in the causation of 
congenital malformations, “other deformities, cerebral 
palsy, mental diseases and an enquiry into bone growth 
and repair have also been investigated. 

The genetic factors, though well established, acting 
probably via their environment are physicochemical in 
nature and subtly modify or accentuate the expression 
of any gene to explain the skip of deformities in a 
generation, individuals and severity of malformation 
from person to person. Thus genetics and environmen- 
tal factors are intermixed throughout the life process 
until death. Mechanical factors as trauma and infection 
are vicarious and potential agents to cause congenital 
malformation. 

In 125 pages with 113 excellent illustrations of human 
foetuses in different periods of development, the author 
narrates graphically his absorbing thesis of mechanical 
pressure factors in the development of congenital de- 
formities in various stages of intrauterine life. 

The work is highly recommended for research work- 
ers, orthopaedic surgeons and others who are to face 
and tackle the problem of congenital deformities. 


K. S. Bose 


OBITUARIES 
Major S. C. Dutt 


Major S. C. Dutt, an eminent eye specialist of Cal- 
cutta, passed away on the 12th May, 1961. Major Dutt 
was born on the 3rd October, 1890 in Calcutta. His 
childhood was spent in Bihar, Madhya Pradesh and 
Punjab. After passing the Entrance Examination from 
the Punjab University, he moved to Calcutta, passed 
I.Se. and joined the Calcutta Medical College. He 
graduated in 1913. He was appointed as a Ship’s Sur- 
geon for a few months, before settling down to practise 
as an eye specialist. 

He had postgraduate training in the Moorfield Eye 
Infirmary in London and also at the University of Vienna 
under well-known professors of both cities. He was 
President of the Ophthalmological Society of Bengal and 
was elected President of the All-India Ophthalmological 
Society for the year 1953-54. 

In 1950 he was invited by the International Congress 
of Ophthalmology to read a paper on Epidemic Dropsy 
Glaucoma in London. He was noted as much for his 
professional skill as for the broad humanism he brought 
to bear upon his work, 


He was connected with Mayo Hospital since 1916-17 
and. served the Hospital as Resident Surgeon from 
1921 to 1937. He was the Honorary Ophthalmic Surgeon 
of Mayo Hospital for a number of years, a position he 
held till his death. For the last few years, he was 
the Chairman of the Board of Governors of the Mayo 
Hospital. 

In the Second World War, he joined as an Eye 
Specialist in the Indian Medical Service and served both 
Indian and British troops. His name was mentioned 
in the despatches for his excellent service and advice 
to the military. 

He was connected with the Prevention of Blindness 
in Bengal and served the association for a number of 
years as a member of its executive committee. 

As a sports enthusiast, he was connected with 
various sporting clubs of Bengal including the Bengal 
Olympic Association. Major Dutt was the Hon. Secre- 
tary and Treasurer of the Zoological Gardens, Alipore 
from 1951-56. 


He was one of the most distinguished Rotarians in 
this part of the world. Joining the Rotary Club of 
Calcutta in 1939 he became its President in 1951-52. In 
1953-54, he was unanimously chosen the Rotary Governor 
of Dist. 53 (now Dist. 325) and won universal apprecia- 
tion for his admirable work. To him, Rotary was not 
merely a Service Club, it was a way of life and he 
practised its ideal throughout his distinguished career. 


Mayor S. C. Dutt Dr. N. K. BANERJEE 


Dr. N. K. Banerjee 


Dr. N. K. Banerjee passed ‘away on 27-6-61 at the 
age of 67. He had been suffering from Cardiac Asthma 
for about 3 years. He was born in the village Punra 
in 24-Parganas, West Bengal. After obtaining B.Sc. 
degree of the Calcutta University, he was admitted in 
the Calcutta Medical College and graduated in 1922. Dr. 
Banerjee was associated for sometime with the rural 
health improvement work organised by Late Sarat 
Chandra Bose and Subhas Chandra Bose in the village 
Kodalia. 

Dr. Banerjee had been practising at Katihar for the 
last 30 years prior to his death. He established him- 
self as one of the eminent physicians of the locality. 
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Ili MAHARASHTRA TERRITORIAL 
MEDICAL CONFERENCE 1961, NASIK 


The 3rd Maharashtra Territorial Medical Conference 
was held at Nasik under the auspices of Nasik Branch 
of I.M.A. on May 7-9, 1961. The H. P. T. College pre- 
mises, Nasik, was selected as the venue of the Con- 
ference. 


WELCOME ADDRESS 


At 9 a.M, on 7-5-61, the welcome song tuned the 
beginning of the Conference and messages from eminent 
persons were read, the Chairman of the Reception 
Committee Dr. S. V. Deodhar welcomed the guests and 
delegates numbering about 250 from all over Maha- 
rashtra State. He referred to Dr. Khanolkar gracing 
the occasion, a second time, previously in 1939 when he 
was the President of Maharashtra and Karnatak Provin- 
cial Medical Conference and now he is inaugurating the 
Conference. He also explained the historic, epic, religi- 
ous and climatic importance of Nasik and how, it has 
increased by leaps and bounds in all directions and 
its consequent effect on the medical profession. He 
also referred to the foundation of the Nasik Medical 
Union laid by Capt. P. S. Gupte. 

The Chief guest Dr. Khanolkar, very wittingly 
replied to a remark that by occupying the position of 
Vice-Chancellor of Bombay University, he has not lost 
interest in his former post of Director of Cancer Hospi- 
tal. His speech was listened to intently by the audience 
overflowing the auditorium. He specially dealt with the 
problem of Medical education in India as compared with 
other countries and how the same can be adapted to 
suit our present circumstances. 


PRESIDENTIAL ADDRESS 


As scheduled, Dr. Kirtane’s introductory speech was 
followed by the address of the new President Dr. V. D. 
Sathave. Dr. Sathaye in his presidential address, said : 

“During the last ten conferences the presidential 
addresses have frequently referred to the various pro- 
blems facing us like medical education, indigenous 
systems of medicine, medical relief—urban and rural, 
public health and sanitation, working of the hospitals, 
food and nutrition, Indian Medical Council, family 
planning, health centres, ancillary personnel, Employees’ 
State Insurance Corporation, Life Insurance Corporation, 
socialised medicine, post-graduate medical education, 
water supply and environmental hygiene and last but 
not the least our association. 

Occasional references have also been made to medical 
research, role of specialists and general practitioners, 
drug adulteration and some immediate problems before 
us. 


MEDICAL EDUCATION 


This problem has two or three aspects to be con- 
sidered. Like experiments in other fields of education 
we are having our little experiments in medical educa- 
tion. The duration of the course we are varying from 
4% to 5 years after the old I1.Sc. We are again consi- 
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dering whether the pre-professional course should be 
taught in a medical college or in a science college. 
The General Medical Council is understood to be in 
favour of its inclusion in a science college. As regards 
the preclinical course it is 1% years. We are also con- 
sidering the contents of the preclinical and clinical 
courses. There is one opinion that many of the details 
should be excluded from the curriculum. The object 
of the course should be to turn out a general medical 
practitioner and so it is no use burdening his mind with 
details which he almost forgets after the qualifying 
examination. 

There is no doubt, a shortage of qualified medical 
men and for the next few years this problem will remain 
unsolved. The facilities for medical education will re- 
main limited as the starting of medical colleges is not 
a simple matter and they will never keep pace with 
the enormous demand for admissions to medical colleges. 

We are increasing the admissions to the existing 
medical colleges as the Indian Medical Council will 


favour 50 per cent increase in the admissions as a 
temporary measure. In 1951, the Indian Medical Council 
accepted in principle double shifts in medical colleges, 
wherever it was possible. Today in some colleges due 
to the increase in the number of admissions, there is 
almost a double shift, two batches at least in the pre- 
clinical course. This question should also be thorough- 
ly looked into. But this question of starting more medi- 
cal colleges has to be considered in more detail. I moved 
a non-official resolution in the Bombay Legislative Coun- 
cil on 4th September 1959 that the Government should 
appoint a committee, which should include representa- 
tives of the medical profession, to report on the possi- 
bilities of starting more medical colleges in the State 
and selecting their locations. In the debate it was point- 
ed out that at present there is a great frustration of 
the student and whenever there is rationing and res- 
triction on admissions there are bound to be malpractice. 


Rich ‘parents can send out their children to medical 
colleges where admissions are available on premium. 
But many deserving middle class students are deprived 
of a promising career. I suggested that the committee 
should decide the proper locations not based on local 
patriotism or local considerations. It was also suggest- 
ed that Government effort should be coordinated with 
private effort. Compared to private colleges, govern- 
ment colleges require huge finance and due to service 
regulations it is difficult to obtain the requisite staff. 
Whereas private colleges, specially those sponsored by 
medical men, would cost considerably less and the staff 
position would also be favourable. So government should 
give liberal grants and facilities to these colleges. This 
point was accepted by the deputy health minister in the 
debate, and he said there that whereas the government 
medical college required an initial expenditure of nearly 
2 crores, a private college could be started if govern- 
ment initially gave a grant of about 25-30 lakhs. Refer- 
ence was also made to the proposal formerly made by 
Dr. Gilder that the preclinical courses should be kept 
in the bigger places and the clinical courses should be 
started at district places where the civil and other hos- 
pitals may be sufficient for the purpose. In the debate 
in support of the suggestion of starting only clinical 
unit, it was mentioned that for nearly 50 years, Oxford 
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Dr. S. V. DeopHarR, THE CHAIRMAN OF THE 
RECEPTION COMMITTEE 


had only the preclinical course of Anatomy and Physio- 
logy and the students went to London for the clinical 
course. 


POST EXAMINATION TRAINING 


Following the decision of the General Council of 
U. K. and to keep up the reciprocity, our Universities 
also introduced the post examination training for our 
students. In England it is the General Medical Council 
and not the University which lays down the conditions 
for this training and approves the list of hospitals for 
this training. Because unless students finish the train- 
ing after qualification, they are not registered with the 
council. So qualification is the province of the univer- 
sities and registration is the province of the General 
Medical Council. Moreover we have confused this train- 
ing with rural bias and so much of the training period 
is wasted. We have to really consider our immediate 
needs and remember that the present medical curriculum 


is already heavy and lengthy and any further period of 


training must be useful and of practical help to the 
student and should be of as short a duration as possible. 


REVIVAL OF LICENTIATE COURSE 


The Medical licentiates through their association and 
from all possible platforms struggled for the abolition 
of the licentiate course. This course was started by the 
alien government to suit their service conditions. But 
today after thirteen years of Swaraj the present govern- 
ment is again thinking of starting this course under 
the plea of paucity of medical personnel and needs of 
village medical relief. An august body like the Plan- 
ning Commission which should plan for better and 
progressive conditions has suggested the most retrograde 
step of reviving the licentiate course. We have to suffer 
from various fads of the present democratic govern- 
ment. While talking of @ scientific and rational ap- 
proach to problems, we in practice find that many things 
are done to suit the party and other needs. The united 
medical opinion is against the revival of this course. 
The Medical Council of India as well as all the State 
Medical Councils are against the revival. Institutions 
for training medical licentiates are not going to cost 


less, because some standards will have to be kept. — If 
the amount of money proposed to be spent on starting 
a licentiate medical school is handed over to the medi- 
cal profession, I am sure we will start medical colleges 
and run them efficiently. We -in this state should offer 
a challenge to government and if we treat this question 
as an emergency measure and relax some age and other 
conditions, I am sure there will be a proper solution. 
Let the government take the medical profession in 
confidence and for every medical school contemplated 
by the government a medical college will arise if there 
is coordination between government and private effort. 


MEDICAL COUNCIL OF INDIA 


After a very long struggle by the Indian Medical 
Council, the Act of 1956 was passed and the medical 
licentiates got a small entry in the Medical Council of 
India. But we are playing the role there of mere 
spectators whose presence in the council is just tolerated. 
There is no change of attitude and the position of licen- 
tiates so far as recognition is concerned has not material- 
ly changed. This problem is further complicated because 
we have not succeeded in abolishing all the medical 
schools. A school in Punjab is still functioning and we 
are really apprehensive about the future. -If there was 
a definite pledge that there would be no more produc- 
tion of medical licentiates after a specified date, then 
a section of opinion in the council may support the 
demand for a common schedule. Today there has been 
a considerable opposition in the Medical Council of 
India, even to a common alphabetical register. So the 
medical licentiates who are in a common alphabetical 
register in the present Bombay Medical Register are 
again proposed to be kept in a separate part and pro- 
bably on the old yellow paper in the Bombay or Maha- 
rashtra part of the Indian Medical Register. Fortunately 
the Government of India is in favour of an alphabetical 
register and so this may not happen. 

You will all be surprised fhat the I. M. C. Act of 
1956 has no preamble. Even the preamble to the 1933 
Act has been dropped. So the basic function of laying 
down a uniform minimum standard of medical educa- 
tion, for the whole of India cannot be exercised. If a 
preamble was there in the Act, then the proposed revival 
of the medical licentiate course by some states would 
not have been even mooted. 

This is indeed a serious matter and I feel that we 
should agitate public opinion in favour of medical edu- 
cation and registration being a central subject or at 
least on the concurrent list. The Chopra report at page 
191, para 357, states: There should be all India standards 
of professional and technical education for health per- 
sonnel and a stable and continuous long range health 


policy. 
INDIGENOUS SYSTEM OF MEDICINE 


Closely associated with medical education and medi- 
cal relief is the question of the indigenous system of 
medicine in our state, Ayurved. This has been a con- 
troversial subject for the last séveral years and fre- 
quent references have been made to it in the previous 
addresses. Dr. Jivraj Mehta in inaugurating the 10th 
session of the Gujarat Medical Conference at Junagadh 
on 3rd May 1957 said that we should discuss freely the 
problem of indigenous medicine in an objective, scienti- 
fic and unbiased manner. He said that whatever is use- 
ful in the way of drugs, principles and practices in 
these systems must be carefully sifted and brought over 
into modern medicine. He further said that the train- 
ing in modern medicine should be compulsory for all 
who are rmitted to practise medicine after an 
appointed day, as India cannot afford to have a less 
qualified body of doctors than other advanced countries 
of the world. I would consider this question from the 
following aspects. 
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Do we visualise a National medicine for the whole 
of India? If we do, we must put a definite time limit, 
say the next 20 years or so, before which we must clean 
up the present confusion of ideas and systems. We 
must lay down the definite and minimum requirements 
of a basic doctor and see that a composite course is 
formulated if necessary. In the next 5 or 10 years we 
must find out what is useful in Ayurvedic drugs and 
incorporate them in our national pharmacopia. Unless 
we put a time limit there will not be any definite result. 
We must also assess what are the essentials of Ayurved 
that must be taught to our medical graduates so that 
they will have a full insight in the principles of Ayurved. 
We must have a new approach to this problem. 

The Third Plan has allotted 8 crores for Ayurveda. 
I think a portion should be set aside to sift all the 
available literature in Ayurveda and prepare a text- 
book or text-books giving all the essentials preferably 
in English and then translated into Hindi or vice-versa. 
Then we will know exactly where we are. A time-limit 
of 3 to 5 years should be put on the preparation of 
these text-books. The Udupa report on page 165 has 
specially mentioned about the writing of text-books. Side 
by side a research chair should be established at least in 
one University in Maharashtra by government grant 
where a physician with M.D. qualification should be 
appointed to do research work in Ayurvedic medicine 
and he should have a ward in the hospital if necessary. 
The research professor may be sent to one of the post- 
graduate research centres in Ayurveda for a period of 6 
months to get an initiation in Ayurvedic methods and 
principles. 

I have carefully read the Mehta (Yodh) Committee 
report of 1947-48, the Chopra report of 1948, the Pandit 
Committee report of 1951, the two Dave reports for 
1955-56 and the Udupa report for 1958 on the various 
aspects of the indigenous system of medicine. All these 
reports show that we are not clear in our minds about 
the future pattern of medical education. In the Udupa 


report on page 39, Pt. Shiva Sharma says that ‘The 
so-called Shuddha Ayurvedic curriculum merely differed 
from the mixed courses in two respects (a) that the 
quantum of Ayurveda teaching was increased and re- 
ceived greater attention and importance as against the 
allopathic teaching which was reduced to the minimum 


necessary requirement. (b) The allopathic teaching was 
put at the end of the course to enable the Ayurvedic 
student to grasp the tenets of Ayurved on a clean and 
unconfused mind before any additional subject was 
taught to him.’’ So on one side the Shuddha Ayur- 
vedists say that in the mixed course Ayurveda is not 
taught to the fullest extent. The minimum necessary 
requirement of allopathy is not decided by them but 
by allopaths themselves or some agreed body of scienti- 
fic men. 

On page 8 of the Udupa report it is stated “there 
has been a certain amount of misconception and con- 
fusion about the term Shuddha Ayurveda in the minds 
of the protoagonists themselves. While some of them 
agreed that science is universal and continually grow- 
ing and should be incorporated in Ayurveda; others con- 
tend that Ayurveda is a complete science and needs no 
further accretions. It is felt that the new syllabus 
chalked out by the “Shuddha Ayurveda” people is only 
a rehash of the old integrated system of medicine and 
that even the pure Ayurvedic institutions have included 
in their syllabus modern science subjects. 

The allopaths criticising the mixed course say that the 
Ayurvedists do not teach enough and the minimum 
necessary of allopathy. So we have to find out the basic 
minimum of allopathy that must be taught to the future 
medical practitioners. This is not difficult because that 
is already laid down and may be varied a little if 
necessary. As regards the basic minimum of the Ayur- 
vedic course, I have already stated above that within 
the next 3 to 5 years, a text-book or text-books giving 
the essentials of Ayurvedic theory and practice should 


SUPPLEMENT 


Dr. V. D. SaTHAYA, THE PRESIDENT OF THE 
CONFERENCE 


be compiled. So also on the side of the practitioners 
in modern medicine, a definite programme must be laid 
down so that we will begin and implement the pro- 
gramme of Ayurvedic teaching either before the graduate 
level or at the postgraduate level. Even the Udupa 
report at page 39 referring to conditions in China states 
that there also it is suggested that western trained 
doctors should study Chinese Medicine. 

There is at present much controversy about the mixed 
course. The Shuddha Ayurvedists are only Shuddha in 
name. Then there has been much talk about integra- 
tion. In real integration a full course of education in 
modern medicine should be the basis on which special 
training in Ayurveda should be engrafted. Every one 
including the Ayurvedic people would have to admit that 
a person with a full training in allopathy and a full 
training in Ayurveda will be the ideal medical practi- 
tioner of the future. He would be the natural termina- 
tion of the evolution of the present Ayurvedic course. 

In the beginning an entrant to the Ayurvedic course, 
speciallly the mixed course, was educated» up to the 
S.S.C. and was admitted by an entrance examination. 
Then S.S.C. or Matriculation was compulsory. Then 
I.Sc. passing was compulsory. Now whether we con- 
tinue the Shuddha or the Mishra course, a knowledge 
of anatomy and physiology, i.e., Ist M.B.B.S. should 
be made compulsory to anyone who wants to be a quali- 
fied practitioner in any pathy. Pt. Jawaharlal Nehru 
has made this clear when he said the following in 
Parliament : “To the question of medicine government 
have a scientific approach. Basic scientific knowledge 
of the human body was essential for those practising 
medicine, Ayurvedic or Allopathic....A person who 
does not know what the body is composed of internally, 
does not know many things, which are well known now- 
a-days to modern science. We consider such a person 
is not properly qualified for any system.” 

* We should also consider the present position of 
Ayurvedic Research. Since the last 25 years Ayurveda 
has received government recognition and it should now 
be possible to apply modern scientific methods for this 
research. In addition to clinical experiments it should 
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be possible to carry out animal experiments to test Ayur- 
vedic theories. I would in passing refer to the tradi- 
tional method of Guru Parampara for training students. 
There is nothing new in the apprenticeship method of 
hearing. But where we have now advanced educational 
institutions for different branches of learning, one won- 
ders what is the advantage of going back to these 
methods. 

On page 164 of the Udupa report it is mentioned 
that “It should be ensured that the students admitted 
have interest in the ancient science and aptitude for 
research and that they are not joining the course 
merely as a last resort.” But actually the students’ 
str.kes in Bombay and other places show that the fears 
expressed in the report are too true. Im fact if a secret 
referendum is taken from the students in the’ Ayurve- 
dic colleges in the State it may bring out some reveal- 
ing facts. 

The Chopra report on p. 93 says that 80 per cent of 
the rural population is served by Vaidyas. On the 
same analogy 80 per cent of the rural population is 
served by bad roads, sanitation and educational and 
other handicaps. So that is no argument for continu- 
ing the bad roads. We who have a genuine pride for 
the indigenous system which served generations in the 
past and which even today has an inner core that has 
to be harnessed on a scientific basis should deplore such 
arguments. Ayurveda is not to be encouraged because 
it is ancient or Swadeshi or cheap or good for the 80 
per cent rural population, but as I have said before 
it has to be incorporated on a scientific basis in the 
National Medicine of our country. Then there will not 
be this system or that or this pathy or that. We will 
have a basic doctor who has the irreducible minimum 
qualification and whose training includes everything of 
modern medicine and essentials of the indigenous system 
that are brought in line after proper assay. 

In the end I would again reiterate that today the 
Ayurvedic institutions are in their own way progressing 
towards a synthesis. We have now to make an imme- 
diate beginning from the allopathic end and take up 
and absorb the essentials of Ayurvedic theory, practice 
and pharmacology. Time alone will show which is the 
more logical and correct method. 


DELAY IN THE UNIFICATION OF LAWS 


The composite bilingual Bombay State was formed 
on 1-11-1956. At that time there were different laws in 
the four regions regarding medical registration, Ayur- 
vedic practitioners, etc. If the government had been 
alive to its duties, immediate steps should have been 
taken to see that a check was placed on the registration 
of new practitioners in the Ayurvedic register. Fortu- 
nately so far as the 1912 Act was concerned, its func- 
tions were nearly similar in the Vidarbha region. Cutch 
and Saurashtra had no medical council, if I am right. 
In the Marathwada there was the Hyderabad Act. So 
far as allopathy was concerned here was no confusion 


about registration. 

But the government did not think it worthwhile to 
put a check on the new en masse production of Ayurve- 
dic practitioners and their registration in Vidharbha. 
Even in the old Bombay region—Maharashtra and 
Gujarat the provisions of 1938 act was defeated by the 
inexcusable lethargy of the government. So a regular 
racket about the production of Ayurvedic practitioners 
is going on in the Vidarbha region and consequently in 
the old Bombay region. I raised this point in the dis- 
cussion on supplementary demands in the Bombay Legis- 
lature on 14th December 1959. The deputy health minis- 
ter admitted that Ayurvedic Degrees were freely avail- 
able on the payment of some fees and a regular trading 
was going on. The government should now check the 
registration of Ayurvedic practitioners from 1957 onwards 
and if necessary appoint a credentials committee to 


verify the registration in the last four or five years. 


SCHOOL HEALTH SERVICE 


In social security measures in England, School Health 
Service was the first measure introduced in 1909 long 
before the National Health Insurance Act of Mr. Lloyd 
George which was passed in 1911. It was the founda- 
tion of the comprehensive National Health Service 
started in England in 1948. While we are too far away 
from these developments, we should at least make the 
beginning of a complete School Health Service in our 
State. The health of the school children has to be 
guarded in three or four ways. Firstly there must be a 
proper medical examination of all school-going children 
at proper intervals. Secondly mere medical examination 
is not enough. There must be an arrangement for the 
followup as well as treatment wherever the children are 
found medically unfit or defective. The third factor 
is to pay proper attention to their nutrition, because we 
have to take care of the health of the growing younger 
generation. The fourth aspect is the free supply of a 
minimum quantum of milk and a mid-day meal stan- 
dardised on the basis of nutrition, if mecessary at a 
subsidised rate. The Third Five Year Plan has made 
a specific reference to this and we hope our govern- 
ment will take up this programme themselves and give 
liberal grants to private agencies working in this field. 


RURAL MEDICAL RELIEF 


Time and again the question of rural medical aid is 
being raised. Gratuitous advice is given only to the 
medical profession to go to the villages by those who 
themselves like to live in big cities. The members of 
the medical profession have been doing charitable work 
and public service both im the urban and rural area. 
During epidemics they always come to the help of local 
and other authorities for inoculation and other preven- 
tive work. The association has sent medical volunteers 
for famine relief and other work. Members of the medi- 
cal profession always help in surgical and eye-camps 
held in the different centres mainly to serve the needs 
of the rural population. They are also doing medical 
relief work in village centres and rural hospitals for 
the last several years. 

Our State can show examples of hospitals conducted 
by the medical profession in many urban and rural 
areas on the lines of missionary hospitals. So the solu- 
tion of this problem is not by making make-shift 
arrangements or starting sub-standard medical courses 
of 3 to 4 years. The mentality of our present rulers 
has not very much changed. While talking about the 
uplift of the masses we do not hesitate to suggest one 
set of qualified medical practitioners for the urban area 
and another, sub-standard, for the rural area. In fact 
the rural area really needs the services of highly quali- 
fied and experienced practitioners. 

This problem is not an isolated one but linked up 
with the socio-economic conditions in the villages. Recent- 
ly there was a seminar held in Bombay on the pro- 
blems of Maharashtra and in the discussions on the 
pattern of industrial development in Maharashtra, re- 
ference is made to regional disparities. It is said that 
the less developed regions are fundamentally handi- 
capped by inadequate transport and communication 
systems, power supplies and public utilities, social ser- 
vices and cultural amenities. A policy of industrial dis- 
persal can, therefore, succeed only if a suitable basis is 
created for development of industrial sources of employ- 
ment. This would mean that a large share of public 
investment should be allocated to the regions which 
are ill-equipped with economic and social overheads. In 
the absence of specially created favourable conditions, 
private sector is bound to concentrate its activities in 
the already developed regions which pay quicker divi- 
dends. So what is true about industrial development in 
rural areas is equally true about other social and cultu- 
ral development. In fact it is the duty of government 
to plant cultural islands—medical practitioners, teachers 
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and social workers,—in rural areas and see that they 
thrive there by specially created favourable conditions. 
It is primarily a responsibility of government. 

Every young medical graduate has a natural ambition 
to go to the top of the ladder. So if he is to be 
absorbed in service in the rural area, he has to be given 
sufficient inducement in the form of liberal emoluments 
and other facilities regarding housing, transport and 
education of his children. So unless there is an all-round 
development of the rural areas, the problem of medical 
relief cannot be solved in an isolated manner. Con- 
sidering the various development programmes now going 
on, this problem of rural medical relief will find its 
solution in the near future. During the last 15 years 
we have made considerable progress in road develop- 
ment and in the years to come many of the bottlenecks 
will be removed and almost any point in the rural area 
will be connected to the main arterial roads by suitable 
approach roads. This will remove the one great obstacle 
in the manning of village medical centres whether run 
by government or privately. 

So the process of urbanising the rural areas is al- 
ready on its way. 


SUBSIDISED MEDICAL PRACTITIONERS 


This scheme was started by the government to get 
over the difficulty of getting qualified medical men to 
settle in the remote rural areas. When the scheme was 
first started the idea was to encourage medical men to 
settle in a spot where there was no qualified medical 
practitioner in an area of about 5 miles radius. They 
were to be given a fixed grant which was to be reduced 
in a sliding scale in a specified period. But as at pre- 
sent worked, the government is not only exploiting the 
S.M.P.s but going back upon its written and unwritten 
promises. Primary health centres are being started in 
close proximity of the S.M.P. centres. The S.M.P.s 
are now liable to transfer, which was not even remotely 
thought of when the scheme was started. The govern- 
ment should radically revise the working and terms for 
these centres. They should wherever possible engage, 
at these centres, regular members of the medical cadre. 
Where private practitioners are engaged, they should be 
given revised terms and conditions which should be 
specified and followed. They should be treated as pri- 
vate practitioners and government inspection should be 
confined to find out whether the specified conditions 
are followed. The scheme is intended to plant a medi- 
cal relief centre in a rural spot and so the question of 
transfer should never arise. If necessary the association 
may appoint a committee to study this question and 
submit a definite scheme to government. 


HOSPITALS IN MAHARASHTRA 


There are today in Maharashtra, hospitals run by 
government or local authorities, missionary societies, 
and private agencies. So far as the various district gov- 
ernment hospitals are concerned, a few years back 
there were insufficient facilities for x-ray and other diag- 
nostic and other equipment. Conditions are now improv- 
ing but even today the supply of drug and dressing, 
etc., is insufficient. The minimum facilities at the dis- 
trict civil hospitals should be in the nature of well- 
equipped clinical and bio-chemical laboratories, blood- 
banks, x-ray, availability of infusions in _ sufficient 
quantities and antibiotics and dressings, etc. So far as 
the hospitals run by private agencies are concerned, the 
government should liberalise its policy of giving grants 
to these hospitals. Just as there is a grant-in-aid code 
for the education department, the medical department 
should also formulate a grant-in-aid code. While many 
private hospitals have been doing excellent work for the 
last several years, grants are given only to a chosen few. 
In the 26th report of the Estimatés Committee of the 
Bombay Legislature submitted in August 1958, there 
is the following reference on pages 10 & 12: ‘There is 
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a scheme of making grants to private hospitals and 
dispensaries, under the Second Five Year Plan, which 
provide medical facilities in rural and urban areas of 
the state. The scheme is intended to encourage, and 
supplement the resources of private endeavour in the 
field of medical relief. A sum of Rs. 20-56 lakhs has 
been provided for the Plan period. The grant is made 
on the basis of 25 per cent of the approved expenditure 
or the deficit, whichever is less, so far as the former 
State of Bombay is concerned and on the basis of 50 
per cent of the deficit in the former Saurashtra State... . 
Government is trying to unify all these rules so as to 
adopt a uniform basis in regard to these grants. It 
was urged that the present basis of 25 per cent of 
approved expenditure of the deficit, whichever is less, 
is not quite just and equitable in the case of all such 
institutions.”” These charitable hospitals in many cases 
take over all the burden of the government of providing 
medical relief to the public. They also supplement goy- 
ernment medical relief in many areas. I hope govern- 
ment will take early action in this matter. May I also 
suggest that a Voluntary Hospitals’ Association may be 
started in Maharashtra so that we can make some united 
proposals and demands to government. 


THE COLLEGE OF PHYSICIANS AND SURGEONS, BOMBAY 


The college was originally started on the lines of 
the Royal Colleges of Physicians and Surgeons in 
England. But it was exclusively an examining body 
for tht medical licentiate course. The college later on 
started some postgraduate diplomas. It was supported 
and flourished on the medical licentiates who were its 
major constituents but have been denied any represen- 
tation for all these years. The medical licentiates as 
a class and through their representative association re- 
solved on their voluntary self-abnegation in the larger 
interests of the solidarity of the medical profession. The 
college should now follow the example of its main consti- 
tuents and give up its examining function and take up 
the important role of a post-graduate teaching institute. 
It has now outlived its original function and should 
now itself take up the new role. 


REFRESHER COURSES 


Efforts have been occasionally made to conduct re- 
fresher courses in some places, in the past. But gov- 
ernment should conduct these courses once a year at all 
the district civil hospitals. These courses will be useful 
not only to members in the service but also to private 
practitioners. 


LIASON BETWEEN THE MEDICAL AND EDUCATIONAL 
DEPARTMENTS 


Medical education is a responsibility of the health 
department. But for proper coordination there should 
be a medical joint secretary attached to the education 
department or vice-versa. 


OUR ASSOCIATION 


Now lastly I will come to our association. It should 
be our duty to increase the membership of the branch 
and enlarge its activities and increase its prestige and 
importance both before the government and the public. 
We have to work hard at three levels, the levels of the 
local branch, the Territorial branch and the Central 
Council. 

At the local branch level, we must carry on a mem- 
bership drive to enrol all eligible members in the area 
of the branch and round about. Some of the bigger 
branches can establish health museums with the coopera- 
tion of the local bodies. They can also carry on some 
medical relief work in suitable centres, preferably in the 
rural areas. 

The Territorial branch should keep a close watch on 
our interests in government and public spheres. We 
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have to keep a watch on the different medical problems 
raised in the Legislature. We have to represent to 
government that a tax on drugs is ultimately a burden 
on the public. We have to see that essential drugs like 
Paludrine etc. which are not at present made here are 
available in sufficient quantity. We have to urge on 
the government for a more sensible application of the 
different proyisions of the acts like the shop act etc. 
so far as the medical profession is concerned. 


The Territorial branch has also to watch the interests 
of the members in the working of the Employees’ State 
Insurance Corporation and the Life Insurance Corpora- 
tion. The government should give representation to the 
association in the various committees and statutory bodies 
dealing with health and also consult it (Whenever neces- 
sary. 

Today we have a very big area under our jurisdiction 
and we must see that a feeling of unity is created in all 
the composite areas. Let us give up regional bias and 
loyalties and work for a powerful and influential Terri- 
torial Branch. The Territorial office has to take the lead 
and guide the different local branches under its juris- 
diction. 

In the Central working of the association, if we are 
united and alive to our interests we can have our right- 
ful share in its working. 

In conclusion I have to state that the association must 
keep a careful watch on the various problems affecting 
the profession and even take an initiative in formulating 
a broad health policy for Maharashtra. 

I will conclude with the following short quotation 
from the Chopra Report :— 

“‘What Plato held to be necessary of political rulers, 
‘unless philosophers are kings, and kings philosophers, 
there shall be no cessation of the ills of mankind’ is 
equally, if not more, true of phisicians.”’ 

The Scientific Session was inaugurated by Dr. A. V. 
Baliga who laid stress on the necessity of obtaining 
thorough practical knowledge on the existing system of 
medicine and surgery which has advanced to such an ex- 
tent that one will have to ask what surgery and medicine 
can not do for the welfare of humanity as a result of 
research in these lines. 

Several papers on importart subjects were read by 
specialists and distinguished medical practitioners, some 
of which were “Mitral Surgery” by Dr. Y. G. Bodhe. 
A new Antihypertensive Agent by Dr. K. K. Datey, and 
a very interesting panel discussion on Jaundice by Drs. 
Modak, N. G. Talvalkar, Patel and M. G. Talvalkar; 
Preventive Medicine in General Practice by Dr. P. N. 
Pradhan;~ Topical and Systemic application of Triam- 
cenolone in Dermatologic Practice with coloured slides 
by Dr. Shriniwas N. Ranade and Role of Antibiotics in 
Emergency Surgery by Dr. V. B. Davalbhakta. Further 
instructive lectures on Undergraduate and Postgraduate 
Medical Education by Dr. C. N. Chandrachud and Dr. 
R. V. Sathe were delivered. 

In the Open Session the folowing Resolutions were 
passed unanimously : 


1. The 3rd Maharashtra Territorial Medical Confer- 
ence is of opinion that the so called “Integrated” medi- 
cal course and curriculum has not fulfiled its objective 
and a committee should be appointed by Government to 
assess the results. 

2. The 3rd Maharashtra Territorial Medical Confer- 
ence is of opinion that the I1.M.A. should be given re- 
presentation in the regional and local committees of the 
E.S.L.C. 

3. The 3rd Maharashtra Territorial Medical Con- 
ference is of opinion that the I.M.A. should be taken in 
confidence in the appointment of Medical Examiners by 
the Life Insurance Corporation. 

4. The 3rd M. T. Medical Conference resolved un- 
animously that a Medical College should be started in 
Sholapur, in view of the fact that clinical facilities and 
the bed strength and the post-graduate qualified per- 


sonnel in Sholapur are adequate and also in view of 
the fact that this proposed college is sponsored by the 
Sholapur Medical Education Society with the full support 
of the I.M.A. Sholapur Branch. This conference is fur- 
ther of opinion that in view of the fact that it will be 
economical for Government to start a medical college 
at Sholapur, it should be given top priority in the 3rd 
Five Year Plan. 

5. The 3rd M. T. Medical Conference is of opinion 
that the Medical examination of all the school going 
children at proper intervals is the responsibility of the 
State and suggests that the Government should make 
arrangements for (i) the medical examination at proper 
intervals, (ii) arrangements to the follow up and treat- 
ment for defective children, (iii) providing nutrition in 
the form of milk or a mid-day meal at a subsidised 
rate if necessary. 

This Conference is also of the opinion that the 
Government should give liberal grants to the branches 
of the I.M.A. or other agencies undertaking this work. 


6. The 3rd M. T. Medical Conference disapproves of 
the present policy of delay and hesitation of the Maha- 
rashtra Government regarding the unification of the 
Medical Acts in the different regions of the State. This 
Conference further protests against the arbitrary manner 
in which the Maharashtra Medical Council (Bombay 
region) has been recently nominated by Government and 
further resolves that a regularly constituted Maharashtra 
Medical Council should be formed within a period of 
one year. 

7. This Conference places on record its deep protest 
against the policy of the Maharashtra Government in 
demanding a compulsory bond for medical students seek- 
ing transfer from Gujarat and Saurashtra Medical 
Colleges to the colleges in Maharashtra region. In the 
opinion of this Conference the policy is against the 
fundamental rights given under the constitution. 

8. The 3rd M. T. Medical Conference is of opinion 
that persons in B.M.S. class III holding qualifications 
registered under the 1912 Act, should be promoted to 
Class II, on a uniform basis, irrespective of their quali- 
fication. 

9. The 3rd M. T. Medical Conference of the I.M.A. 
is of the opinon that in view of the starting of the 
Primary Health Centres the old scheme of the S. M. Ps 
has become redundant and has eventually created dis- 
satisfaction amongst the S. M. Ps as regards their 
status honorarium and other facilities. This Conference 
urges upon the Government to integrate the present 
S. M. Ps into the P.H. units scheme on a full time 
basis and on revised terms. 

10. As it is the practice of the Government of Maha- 
rashtra to nominate citizens from the State, distinguished 
in different sciences and facultfes, to the Maharashtra 
Legislative Council, this Conference of M. T. Branch of 
the Indian Medical Association requests the Government 
of Maharashtra that one member representing the M. T. 
Branch of the Indian Medical Association should be 
nominated to the Maharashtra Legislative Council at the 
next available opportunity. 

11. In view of the desirability of associating expert 
medical opinion in the working of the various Universi- 
ties situated in the State of Maharashtra, the 3rd M. T. 
Medical Conference of the I.M.A. requests the Govern- 
ment of Maharashtra that one member representing the 
I.M.A. should be nominated to the Court or the Senate 
of the Universities in Maharashtra by the Governor of 
Maharashtra, when such nominations are made by 
Government. 

12. In order that the medical aspect of each District 
should be studied in great detail, this conference of 
the M. T. Branch of Indian Medical Association re- 
quests the Government of Maharashtra that a nominee 
of the local Branch of the Indian Medical Association 
should be taken on the District Development Board in 
each District when nominations are done by Government 
or the Collector of the District. 


BRANCH NOTES 


ANDUL BRANCH —In December 1960, the annual 
general function of the branch was held. The District 
Magistrate, Howrah was in the Chair and Dr. Himansu 
Kumar Roy was the guest-in-chief. 

Dr. Tarun Banerjee spoke on family planning. Next, 
the members of the Association staged ‘Sita’ by Late 
Jogesh Choudhury. It was highly appreciated. A sum 
of Rs. 801-00 was donated towards Assam Relief Fund. 

In May—An ordinary general meeting was held in 
the house of Dr. B. Mukherjee. Dr. B. Das was in the 
chair. The members were entertained with Tea. 
Refresher course class was held on 28-2-61. Dr. H. K. 
Roy spoke on Coronary Thrombosis and its Management. 
It was educative to the medical practitioners of the 
locality. 

In June 1961, an ordinary meeting was held in the 
hous: of Dr. N. Bhattacharjee. The members were 
sumptuously fed by the host. 
on Cerebro Vascular Disorder. 


BALLIA BRANCH—A meeting of the branch was 
held in the District Hospital, Balia under the president- 
ship of Dr. Ved Ratna, Civil Surgeon. Dr. H. M. Bhat- 
nagar presented two cases of Tubercular Meningitis, both 
children. Its pathogenesis, signs, symptoms and treat- 
ment were discussed. Circulars from provincial office 
were read and necessary action taken. 


BHILAI STEEL PROJECT BRANCH —On the 7th 
June 1961, a farewell party was given by the members 
to Dr. and Mrs. Mekhtiev, the Russian doctors at Bhilai 
Steel Project. All other Russian doctors were also pre- 
sent. Mrs. Kalle, wife of Dr. N. L. Kalle, the Chief 
Medical Officer, Bhilai Steel Project, gave a present to 
the guests on behalf of the staff at B. S. P. Hospitals. 
Dr. Sen gave a suitable speech and Dr. Mekhtiev re- 
plied expressing his love and admiration for all the con- 
sultants and other colleagues here. Dr. Shrivastava 
thanked all the persons for the co-operation rendered. 

A clinical meeting was held at Sector-I Hospital on 
15-6-61 at 6-30 p.m. Dr. K. H. Desai, Paediatrician, B. 
S. P. Hospital presented a case of Congenital Heart 
Disease with Rickets. It was fully discussed and it 
was agreed to investigate the case further, and to re- 
view it after two months. 


CHIKAMAGALUR BRANCH—The monthly clinical 
meeting of the branch was held in the premises of the 
hospital on 24-6-1961 under the presidentship of Dr. B. 
N. Narasimha Setty. Twelve members were present. 
Dr. B. Rama Rao, Resident Medical Officer, read case 
reports of Ovarian Tumour in a child of 6 years and 
mechanical Intestinal Obstruction in a man of 30 years 
operated successfully in the General Hospital. Dr. C. P. 
Krishna Murthy, Kalasa, presented a case of Bilateral 
Cervical Rib and read a paper on Family Planning. 


DONDAICHE BRANCH—A monthly meeting of the 
branch was held on 21-5-61 under the presidentship of 
Dr. P. M. Kulkarni. The members condoled the death 
of the wife of Dr. H. G. Shah, a member of the branch. 
It was decided to arrange mass inoculation of Triple 
Antigen Vaccine in the community at the cost of medi- 
cine. It was also decided to open a dental camp for 
treating tooth troubles free of charge. 


DOOARS BRANCH —The 19th annual general meet- 
ing of the branch was held at Chalsa Salbani Sangha 
Club, Chalsa, on the 21st May, 1961. 55 members attend- 
ed the meeting. The following office-bearers were elected 
for the session 1960-61 : President—Dr. Nani Gopal Sen; 
Vice-Presidents—Dr. P. B. Guha Neyogi, Dr. N. C. 
Bagchi and Dr. S. K. Kundu; Hony. Secretary—Dr. D. 
K. Bagchi; Hony. Jt. Secretaries—Dr. K. P. Roy, Dr. 
S. N. Bhattacharjee; Hony. Treasurer—Dr. B. C. Sinha. 

In the Scientific session of the meeting Dr. N. G. 
Ghattak read a paper on P. U. O. and Dr. K. P. Roy 
read a few case notes of Dermatitis. 


Dr. B. C. Singh spoke 


FAIZABAD BRANCH —A meeting of the branch was 
held at the District Hospital at 7-30 p.m. on 10-6-61. Dr. 
S. K. Mukerji presided. Proceedings of the last meet- 
ing were confirmed. Central circular no. 35/60-61 dated 
24-6-61 was read. Discussion on Prevention of Accidents 
took place. It was decided to inform the departments to 
follow the scheme helpful in the prevention of accidents. 
The proforma to be prepared by Dr. R. D. Dube and 
then after deciding in the meeting they should be sent 
to the heads of the departments concerned :—(Police; 
Information; Education etc.). 

The secretary was directed to inquire about the 
news published in the National Herald dated 9-6-6! 
urging the recognition by the U. P. Medical Council of 
B.M.B.S. degree (Ayurved) for the purpose of recognition 
at par with M.B.B.S. under the U. P. Medical Council 
Act 1916. The members were deeply concerned over this 
matter, and desired to know the full details of facts at 
a very early date. If it is true, the state secretary is 
requested to take up the matter at the Provincial level. 


FEROZEPORE BRANCH—An ordinary meeting of 
the branch was held on 6-5-61 under the presidentship 
of Dr. A. Suchdev. Dr. T. J. Garst, Orthopaedic Sur- 
geon, Ludhiana, addressed the members and explained 
practical difficulties in dealing with common fractures 
through x-ray films and some orthopaedic cases. 


GHAZIPUR BRANCH —The meeting of the Execu- 
tive Committee of the branch held on 19-6-61 placed on 
record its deep sense of sorrow at the sad demise of 
(1) mother of Dr. J. B. Choudhury; (2) father of Dr. 
(Miss) Sohini Misra; (3) Dr. R. L. Agrawal and two 
sons (Uttarkashi) and conveyed its heartfelt sympathy 
to the members of bereaved family. 


GULBARGA BRANCH—The 27th annual conference 
will be held in Gulbarga (Central Railways) in the last 
week of October, 1961. Further information may be had 
from the Organising Secretary c/o. The Secretary, 
1.M.A. Gulbarga. 


HYDERABAD BRANCH —A meeting to condole the 
sad demise of Dr. Digambar Singh, an old and very 
active member of the branch who died on Monday, the 
29th May 1961, was held at the IMA. Hall on Ist June, 
1961. The meeting was largely attended and several 
members paid homage to the memory of the deceased. 

In the series ‘‘Arasthu Memorial Lectures’’, a lecture 
by Dr. Jacob Chandy was arranged. Dr. Jacob Chandy 
who is a well known Neuro-Surgeon of Christian Medi- 
cal College, Vellore delivered his lecture on the 18th 
June 1961 on ‘“‘Patho Physiology of Abnormal Movements 
and Management.”’ The lecture was attended by about 
300 persons, members of the I.M.A. from the twin cities 
of Hyderabad and Secunderabad and several members of 
the Medical profession coming from districts as well. 
The lecture was followed by a dinner in the night which 
was attended by a distinguished and large gathering. 


K.G.F. BRANCH —The monthly clinical meeting of 
the branch was held on 27-5-61 at the Civil Hospital, 
Robertsonpet. Sixteen members were present. Dr. B. N. 
Krishnamurthy presided. Dr. M. Punyamurthy present- 
ed a case of Tuberculous Abdomen. Dr. Rajendra Wats 
presented a case of a Tumour in the left thigh present 
since birth in a boy aged 19 years; lively discussion 
followed. 

A special meeting was held at 3-30 P.M. on the 3rd 
June 1961 at the Civil Hospital. Twenty members were 
present. Dr. K. K. Hegde, Hon. Minister for Health, 
Government of Mysore was the Chief Guest of the 
evening. 

KRISHNA BRANCH—With Dr. T. Narayanareddy 
presiding, the meeting held on 9-11-61, decided to start 
a Family Planning Clinic and authorised the secretary 
to take mecessary steps. 

Dr. K. Jayalaxmi, Civil Assistant Surgeon, Govern- 
ment Head Quarters Hospital, Masulipatam spoke on 
Childhood Tuberculosis and demonstrated a number of 
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x-rays. Dr. S. Anjaneyulu, Health Officer, Masulipatam 
spoke on the role of General Practitioner in Malaria 
Eradication. 

With Sri J. N. Waghray, District and Sessions Judge, 
Krishna in the chair a symposium on Family Planning 
was held in connection with the Family Planning Day 
on 18-12-1961. The following were the _—— 
speakers: Sri V. B. R. Krishna Sastry, Head of the 
Department of Economics, Hindu College, Masulipatam, 
spoke on Population and Family Planning; Sri Bh. 
Laxman Rao, Lecturer in Economics, Hindu College, 
Masulipatam on Socio-economic aspects of Family 
Planning; Sri Bh. Kutumba Rao, Head of the Depart- 
ment of Oriental Languages, A. J. Kalasala, Masuli- 
patam, on Religious and Cultural Aspects of Family 
Planning; Dr. T. T .V. Subrahmanyeswara Rao on 
Methods of Family Planning; Dr. T. Narayanareddy on 
Publicity and Propaganda. 

I.M.A. Family Planning Clinic was inaugurated by 
Dr. R. Achyutaramiah at 5 P.M. on 28-12-60. He des- 
cribed the role of the general practitioners in social 
medicine. Later Sri C. Balakrishna Sastry described 
the dangers of increasing poptilation and its effect on 
the economy of the society. Dr. D. Subba Rao and Dr. 
D. Lata Devi also spoke on the need for Family Planning 
under the present standards of living. 

Fiag hoisting on the Republic Day the 26th January, 
1961 was performed by Dr. R. Achyutaramiah at 9 A.M. 
who spoke about the role of the general practitioner 
in independent India. 

On 19-2-61 the meeting commenced with Dr. T. 
Narayanareddy in the chair. Dr. K. Raghavendra Rao, 
Railway Divisional Medical Officer, Vizayawada spoke 
on Surgery in Thyroid Disease. He described the deve- 
lopment of the Thyroid Gland, various diseases of the 
thyroid gland and their diagnosis. He described the 
various intricacies involved in the operations on the 
Thyroid gland. 

With Dr. P. S. Chalapathi Rao in the chair a sympo- 
sium on poliomyelitis was conducted on 12-3-61. The 
following were the speakers: Dr. V. Prahlad, Assistant 
Director of Public Health, Andhra Pradesh, Hyderabad 
gave his observations on and the epidemiology of polio- 
myelitis in the present epidemic; Dr. K. Venkata- 
ramastry spoke on clinical aspects of Poliomyelitis; Dr. 
T. Narayanareddy on preventive and curative treatment 
of Poliomyelitis. Later there was a film show on Dia- 
betes Mellitus. 

Earlier the members paid homage to late G. B. Pant, 
Home Minister, Government of India and Dr. E. S. 
Reddy by standing in silence for a few minutes. 

In connection with the visit to the city, of Dr. 
Gharpure, Emeritus Professor of Pathology, Grant 
Medical College, Bombay and Dr. K. N. Dave, Research 
Assistant Polio Unit, Haffkine Institute, Bombay, a 
meeting was held on 27-3-61 with Dr. T. Narayanareddy, 
District Medical Officer presiding. Dr. Gharpure spoke 
on his experiences in the treatment of this disease and 
about the efficacy of salk vaccine. A number of ques- 
tions were asked which Dr. Dave answered suitably. 

A symposium on Acute Abdomen was held on 1-4-6! 
with Dr. P. S. Chalapathi Rao in the chair with the 
following speakers: Dr. M. B. Chinnapareddy, spoke on 
Etiology of Acute Abdomen, Dr. D. Subba Rao on 
Diagnosis of Acute Abdomen, Dr. D. Narayana Reddy 
on Treatment of Acute Abdomen. There was a lively 
discussions later. 

MAHARASHTRA RIAL BRANCH—In the 
annual general meeting of the branch held at Nasik on 
8th May 1961, during the 3rd Maharashtra Territorial 
Medical Conference, the following office bearers were 
elected for the year 1961-62: Dr. V. D. Sathaye as Pre- 
sident; Dr. S. V. Deodhar (Nasik), Dr. M. J. Chidgupkar 
(Sholapur), and Dr. S. G Chopade (Miraj) as Vice- 
Presidents; Dr. Shriniwas N. Ranade (Poona); Dr. M. G. 
Bhide (Poona); and Dr. M. H. Sarode (Jalgaon) as Jt. 
Hon. Secretaries; Dr. V. M. Bahulkar (Poona) as Hon. 


Treasurer. Dr. C. N. Chandrachud (Poona) and Dr. G. 
K. Gan (Nagpur) were elected to the Working Com- 
mittee of IMA with Dr. G. K. Kulkarni (Nagpur 1), and 
Dr. V. B. Dawalbhakta (Jalgaon) as alternate members. 


MATHABHANGA BRANCH—The folowing are the 
present office bearers: President—Dr. M. C. Saha, 
Secretary—Dr. N. G. Kundu. The branch organised 
clinical meetings fortnightly. At the meeting held on 
4-6-1961, Dr. S. N. Bose and Dr. N. G. Kundu discussed 
on Progressive Primary Complex of a child of 1% year. 


MEERUT BRANCH—A_ general meeting of the 
branch was held on 28-2-1961 at 4-30 p.m. in the pre- 
mises of Dr. Bhupal Singh Medical Memorial Hall, 
Meerut. Twenty-eight members were present. 

The meeting at the outset placed on record its deep 
sense of grief at the sad death of the wife of Dr. J. S. 
Chopra, a member of the branch on 16-2-1961. It was 
decided that a copy of the resolution be sent to Dr. J. 
S. Chopra. The proceedings of the last general meeting 
held on 27th December, 1960 was read and confirmed. 
Dr. J. L. Caroli spoke on Nephritis in Children. Major 
M. L. Suri and few others took part in discussion. It 
was noted that the Regional Medical Conference would 
be held at Moradabad on the 5-3-61. It was noted that 
the Muzaffarnagar Branch would hold a Symposium on 
Tuberculosis and its various manifestations on 7th 
March 1961 at Mazaffarnagar, and the Dehradun Branch 
would hold an academic symposium on Liver and Gall 
Bladder Diseases on the 19-3-61 at Dehradoon. Two 
new members were introduced to the house. A condo- 
lence meeting on the sad demise of Pt. Govind Ballah 
Pant, was held on 9-3-61 at 5 p.m. in Dr. Bhupal Singh 
Medical Memorial Hall, Meerut to condole the death 
of Pandit Govind Ballay Pant. Dr. R. R. Mital pre- 
sided. Seventeen members attended. The following 
members spoke about the personality and statemenship 
of Pt. Govind Ballabh Pant: Dr. K. G. Mithal, Dr. S. 
B. Vyas, Dr. J. L. Caroli. The following resolution was 
moved: ‘‘We, the members of the Indian Medical 
Association, Meerut Branch, assembled this evening 
deeply mourn at the sad demise of our beloved leader 
Pandit Govind Ballabk Pant, Union Home Minister of 
India. By his passing away the country has suffered 
a terrible blow and U.P. in particular. Besides being a 
freedom fighter, he was senior statesman and great 
national leader. We all pray to the Almighty to bestow 
peace to his departed soul.” 

On the 3rd of March, 1961 at 8 p.m. the mem- 
bers and their families numbering more than 100 
assembled in Association Hall to celebrate the Holi 
festival. There were music, dance and songs by 
the ladies and children of the members. Dinner was 
also arranged on the occasion. The Secretary Dr. S. 
P. Gupta showed 2 personal 8 MM colour movie films 
taken by him during his stay in U.S.A. for higher 
studies. The President Dr. R. Mital thanked the mem- 
bers and their families for making the festival a 
success. 

The branch met on the following days. On 22nd 
April, 1961—Film shows and dinner were held. On 26th 
April, 1961—Visit of Dr. K. M. Lal, Director of Medical 
and Health Services U.P. Lucknow and his address on 
‘Our Health Problems’. On 8th May, 1961—Farewell to 
Dr. J. M. Mathur, Assistant Director of Public Health 
on his transfer to Allahabad. On 20th May, 1961, film 
show to the members followed by dinner. 


A general meeting of the branch was held on the 
26th of April, 1961 at 4-30 p.m. in the premises of Dr. 
Bhupal Singh Medical Memorial, Meerut. Members and 
special invitees numbering sixty were present. Dr. R. 
Mital presided. 

First, the president and then the members welcomed 
and received the guest of the evening-Dr. K. M. Lal, 
Director of Medical and Health Services, U. P. Lucknow 
and a past president of the branch of the I.M.A. 
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Then the president while introducing the Dr. K. M. 
Lal and reviving his old ties with this branch re- 
quested him to address the house on ‘Our Health Pro- 
blems’. Dr. K. M. Lal gave a nice talk on the subject. 
He discussed the various preventive measures which 
have been taken for malaria, cholera etc. He indicated 
in his talk the progress made by the State in preven- 
tion and treatment side of health. The president also 
welcomed the hospital doctors who were special invitees 
to the meeting and requested them to join the Asso- 
ciation. 

A contributory dinner meeting was held on the 8th 
May, 1961 in Dr. Bhupal Singh Medical Memorial, 
Meerut. Dr. R. Mital was in the chair. To bid fare- 
well Dr. J. M. Mathur Assistant Director of Public 
Health on his transfer to Allahabad, a contributory 
dinner in shape of dishes was held. The members with 
their wives enjoyed the buffet dinner and bid farewell 
Dr. J. M. Mathur. 

A films show meeting was held on the 20th of May, 
1961 at 8 P.M. in Dr. Bhupal Singh Medical Memorial 
Hall, Meerut, Dr. R. Mital presided. Members present 
were 60. 

The following films were exhibited: 1. An effective 
Treatment of Burns, 2. Nephrosis in Children. 

The general and World Health Day meeting of 
branch was held on the 7th April, 1961 at 4 p.m. in the 
premises of Dr. Bhupal Singh Medical Memoria! Hall, 
Meerut. Twentyone members and 2 guests were pre- 
sent. Proceedings of the last General Committee meet- 
ing held on 28-2-61 were read and confirmed. Proceed- 
ings of the condolence meeting held on the 9th March, 
1961 on the sad death of Pundit Pant were confirmed. 
Letter of Dr. K. G. Mithal in reply to the birthday 
greetings sent to him was read and Rs. 15/- so kindly 
donated by him for two copies of ‘Antiseptic’ were 
accepted with thanks. The president requested Dr. K. 
G. Mithal and Dr. K. L. Chopra to speak on Impressions 
of the First Ali Asiatic Conference of Paediatricians 
held in Delhi in January, 1961 which was attended by 
them. Dr. K. G. Mithal presented the impressions on 
Kwashiorkor, Marasmus, Diarrhoea and _ Infantile 
Cirrhosis of the Liver. Dr K. L. Chopra presented im- 
pressions on infective diseases in children. 

The president requested the members to say some- 
thing on the theme of World Health Day. Dr. J. L. 
Caroli and Dr. K. I. Chopra spoke on the various 
aspects of accidents and their prevention. It was 
followed by a 16 MM sound black and white film on Road 
Sense. Letter of Dr. Madan Mohan, Hony. Secretary, 
Dehradun Branch regarding Academic Symposium to be 
held on Sunday the 9th April, 1961 at Dehradun was 
read and members were requested to join the same. 

Film show to the members and special invitees was 
held on 28th November 1961 at 8-30 P.M. in Dr. Bhupal 
Singh Medical Memorial Hall, Meerut. 

Dr. R. Mital presided. Members attended were 40. 
The folowing films were exhibited. 1. Physiology of 
Adrenal Steroids. 2. The application of Triflupromazine 
(Siquil) in Surgery. 

The branch was invited by the Secretary of Associa- 
tion for Moral and Social Hygiene in India to co-operate 
in the Programme of Seminar on V.D. held on 24th, 
25th and 26th of March, 1961 in Nauchandi Mela Camp, 
Meerut. Following members of our branch took very 
interesting part in making the Seminar a success and 
addressed the Seminar as follows: 1. Dr. C. L. Chadha— 
Convenor, Seminar Sub-Committe. 2. Dr. D. P. Sharma, 
Civil Surgeon, Meerut—on Initiation of the purpose of 
Seminar. 3. Dr. Raja Ram Mital, president Meerut 
branch—On History of V.D. 4. Dr. L. Caroli—on 
True meaning of Health and V.D. 5. Dr. (Mrs.) Vijaya 
Datt—Functioning of V. D. Clinic. 6. Dr. C. L. Chadha 
(Major)—Whether the treatmen: of patient is the eradi- 
cation of V.D.? 7. Dr. B. B. Sharma, Anti-Malaria 
Officer, Meerut—Preventive measures of V.D. 8. Dr. K. 
L. Chopra—Preventive measures of V.D. 9. Dr. K. G. 
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Mithal—New Approach to control V.D. 10. Dr. S. P. 
Gupta—New Approach to control V.D. 

On 7th March, 1961, six members of this branch went 
to join Symposium on ‘Tuberculosis and its various 
manifestations’ organised by Muzaffarnagar Branch. 
Dr. O. P. Goel one of the seniormost members of this 
branch read a paper on Radiological Manifestations in 
Pulmonary Tuberculosis. 


MONGHYR BRANCH —An ordinary meeting of the 
branch was held on 16-5-61 under the presidentship of 
Dr. K. P. Mitra. Besides routine business the house 
accepted the recommendation of the building committee 
and nominated the President and Vice-presidents of both 
Central and State Branch for the year 1961-62. Mem- 
~bers offered their sincere felicitations to Dr. N. Hassan 
on his being elected as Municipal Commissioner. Dr. K. 
P. Mitra read an article on “Family Planning’’ and dis- 
cussed its different aspects. The meeting was followed 
by a dinner kindly arranged by the host Dr. Sankardas 
Bhattacharyya. 


MORVI BRANCH—A meeting of members of Morvi 
branch was held on 28-5-61. Twelve members were pre- 
sent. Dr. D. C. Oza was in the chair, Dr. Kumbhani 
an eminent senior physician from Rajkot spoke on Car- 
diac Ischaemia. 

A meeting was held on 18-6-61 to appreciate humani- 
tarian services rendered in Eye-Camp organised locally 
by Dr. Sharma, Dr. Kaushik and Dr. Shah of Bihar Blind 
Relief Society. Sixteen members were present. Dr. C. 
T. Mehta presided. Dr. Sharma spoke on ‘‘Eye-diseases 
in General Practice.” 


MUZAFFARNAGAR BRANCH—In a meeting of the 
branch held on 18-5-61, it was resolved that B.M.B.S. 
degree should not be made registerable by the U.P. 
Medical Council. The candidates possessing B.M.B.S. 
degree should not be made eligible for recruitment in 
P.M.S. II services of the Uttar Pradesh Government 
since their academic acumen is far below the standard 
of candidates possessing allopathic qualifications i.e., 
M.B., B.S., L.M.P., L.S.M.F. 

The annual report of the branch for the year October 
1959-September 1960 showed that membership increased by 
6 during the year, 11 general body meetings, 5 executive 
committee meetings, 10 clinical meetings were held dur- 
ing the year. The branch assisted the corporation in its 
drive against Diphtheria and Smallpox. The branch re- 
ceived a donation of Rs. 1,200/- towards the building 
fund of the branch from the Reception Committee of the 
X All-India Paediatric Conference, Nagpur. Dr. R. N. 
Dange donated Rs. 500/-; Dr. G. Sahu, Rs. 100/-; Dr. M. 
Y. Deo Rs. 20/- towards the Central Building Fund. The 
branch donated Rs. 53/- to the Vidarbha Relief Fund 
Committee. Dr. B. B. Kirtane president, Maharashtra 
Territorial Branch, Dr. H. N. Shivapuri, President and 
Dr. S. C. Seth, Vice-president IMA paid visits to this 
branch this year. WHO Day was celebrated on 7-4-60 
in co-operation of local government authorities. 

A meeting was held on 18-6-61 to appreciate humani- 
tarian services rendered in Eye-Camp organised locally 
by Dr. Sharma, Dr. Kaushik and Dr. Shah of Bihar 
Blind Relief Society. Sixteen members were present. 
Dr. C. T. Mehta presided. Dr. Sharma spoke on ‘‘Eye- 
diseases in General Practice.” 

NAGPUR BRANCH—The General Body Meeting of 
the branch held at Nagpur on 19-5-1961 deeply regretted 
the sad demise of Dr. Souren Sen Gupta of West Bengal 
and authorised the Hony. Secretary to convey their 
heartfelt sympathies to the members of the bereaved 
family. 

The annual report of the branch for the year October 
1959-September 1960 showed that membership increased 
by 6 during the year, 11 general body meetings, 5 execu- 
tive committee meetings, 10 clinical meetings were held 
during the year. The branch assisted the corporation in 
its drive against Diphtheria and Smallpox. The branch 
received a donation of Rs. 1,200/- towards the building 
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fund of the branch from the Reception Committee of 
the X All-India Paeriatric Conference, Nagpur. Dr. R. 
N. Dange donated Rs. 500/-; Dr. G. Saha, Rs. 100/-; 
Dr. M. Y. Deo Rs. 20/- towards the Central Building 
Fund. The branch donated Rs. 53/- to the Vidarbha 
Relief Fund Committee. Dr. B. B. Kirtane, president, 
Maharashtra Territorial Branch, Dr. H. N. Shivapuri, 
President and Dr. S. C. Seth, Vice-president IMA paid 
visits to this branch this year. WHO Day was cele- 
brated on 7-4-60 im co-operation of local government 
authorities. 


NAVSARI BRANCH —A meeting of the branch was 
held on 25-6-61. Dr. D. C. Sheth, Consulting Physician 
of Surat was the Chief guest. Dr. R. G. Desai, Presi- 
dent of the branch welcomed the guest and Dr. B. H. 
Shah, Hon. Secretary introduced the chief guest to the 
members of the Union. 

Dr. Sheth delivered a lecture on (i) Tranquillisers and 
(ii) Early Diagnosis of Coronary Occlusion. All recent 
tranquillisers introduced in the market by different 
laboratories were discussed with the merits of their own. 
After the speech questions were asked on these two sub- 
jects which were discussed and satisfactory answers were 
given by Dr. Sheth. 

This branch is regularly arranging two meetings 6f 
their members in a month. In the first meeting in- 
teresting cases are presented by the local surgeons and 
consultants while in the second meeting learned author- 
ities of medical profession are invited for a speech on 
subjects of different aspects of medicine. 


PALGHAT BRANCH—On 3-4-1961 a combined com- 
mittee meeting was held of the local branch and the 
IV Kerala State Medical Conference, Dr. K. S. Venkita- 
chala Iyer presiding. On 304-1961 a general body meet- 
ing was held with Dr. K. S. Venkitachala lyer as presi- 
dent. Accounts of the IV Kerala State Medical Con- 
ference was presented and passed. The meeting elected 
Dr. P. R. Parasurama Iyer as Hon. Secretary in place 
of Dr. T. K. Kesavan Nair who has been elected as the 
State Secretary, Dr. Parasurama Iyer was also elected 
to continue as the Treasurer, and Dr. P. N. Unnikrishna 
Nair was elected as the Joint Secretary. 

Dr. T. N. Venkitachalam was elected as the State 
Council representative in place of Dr. R. Padmanabhan 
(expired). The general body then took up nominations 
of a President and Three Vice-Presidents to the Central 
I.M.A. and also considered matters arising out of the 
proposal to erect a branch building at Palghat. 


On 21-5-61 there was a lecture meeting presided over 
by Dr. T. Madhavi Amma, when Dr. P. K. Mathew, 
delivered a lecture on Tuberculosis in Infancy and Child- 
hood, after which there was a business session regard- 
ing the branch building. 

This was followed by a dinner in honour of Dr. V. 
S. Gopala Krishnan on the eve of his transfer on pro- 
motion as Deputy Director of Health Services, Kerala, 
when speeches eulogising the services rendered by him 
were made by Drs. P. R. Parasuram Iyer, K. Madhava 
Menon, Lt. Col. G. R. Parasuram, P. N. Unnikrishnan 
Nair, T. I. Eapen, and K. Alikutty. Dr. V. S. Gopala- 
krishnan replied suitably, and the function terminated 
with a vote of thankS proposed by Dr. T. K. Kesavan 
Nair. 

On 18-6-61 a lecture meeting was held, presided over 
by Dr. K. S. Venkitachala Iyer, when Dr. S. Srikantan 
delivered a lecture on Peptic Ulcer, Course, Complica- 
tions and Treatment. 


RAI BARELI BRANCH —A general meeting of the 
branch was held on the 6th June, 1961 at 7-30 p.m. 
in the District Hospital. 

A general discussion on the various problems con- 
cerning the medical profession was held. The recent 
proposal of State Government to accord equal status 
to B.M.B.S. students was strongly opposed. 


RAJASTHAN STATE BRANCH —The State Branch 
of Indian Medical Association has donated a running 
“Silver Trophy, a beautifully made Murti of Lord 
Dhanwantri’’ to the Medical N.C.C. of Rajasthan to be 
awarded to the best cadet every year for Social Ser- 
vice. This has been highly appreciated by His Ex- 
cellency the Governor, Chief Minister, Health Minister 
of Rajasthan and the University Vice-Chancellor. The 
Army and N.C.C. authorities have felt particularly 
obliged and have expressed their great appreciation and 
gratitude on this gesture of encouragement they have 
received from the Indian Medical Association as they 
say that no where in the country the N.C.C. has re- 
ceived any such donation for medical cadets from a 
professional organisation. This has been awarded this 
year to Mr. Yash Paul in a special function on the 
occasion cf the Sawai Man Singh Medical College Day 
celebration by the Governor of Rajasthan. 


Dr. YOsH PAUL, RECEPIENT OF THE 
Sitver TropHy In 1961 


RANCHI BRANCH—The members of the branch 
assembled on 27-4-61 condoled the death of Dr. R. K. 
Choudhury, asst. surgeon, N.C.D.C. and an active and 
popular member of I.M.A., as a result of an accident. 
A copy of the resolution was sent to the bereaved 
family. 

A meeting of the branch was held on 14-5-61 at 
M. G. Quddus’s residence. Dr. K. D. N. Agrawala, eye 
specialist, Ranchi Sadar WHospital gave a talk on 
Common Infections of the Eye and their treatment. 


ROORKEE BRANCH—Five meetings were held in 
the year 1961 up to 15th May, 1961. Three were held in 
the Military Hospital. Interesting medical and surgical 
(Both operated and non-operated) clinical cases were 
shown and demonstrated with skiagram. One meeting 
was held in the University Hospital which was presided 
over by D1. R. C. Srivastava. Dr. I. S. Singh demon- 
strated a case of Fat Embolism and Dr. O. P. Gupta 
demonstrated an operated case of Cancer Penis. 

One meeting was held at the residence of Dr. S. P. 
Bhatnager.. Dr. R. C. Srivastava, presided. A case of 
Dysphagia was presented. In all the meetings most of 
the members were present and took part in the dis- 
cussion. 
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Now MADE IN INDIA for the first time 
under the original rigid standards 
of E. MERCK A.G. West Germany. 


Most stable brand of Hydrogen Peroxide ~ 


available in the market. 


Used as 

e Disinfectant 

e Antiseptic 

e Safe Bleaching Agent 
e Cleansing Agent 


Prophylactic Agent 


e Cuticle Remover in Cosmetics 


Manufactured by 


SARABHAI MERCK LIMITED 
in conjunction with E. MERCK A.G. Darmstadt, Germany. 
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THE MEPROBAMATE 
BACKED BY WORLD-WIDE CLINICAL EVIDENCE 


PERTRANQUIL 


2-methy!-2-n-propyl-1,3-propanedio! dicarbamate 
erelieves psychosomatic disorders : 
@induces neuromuscular relaxation 
@ quiets convulsions 

@helps physiological sieep 


tablets 


sole distributors 


RANBAXY & COMPANY PRIVATE LTD. - 104 New Delhi. 


Branches: BOMBAY, CALCUTTA, DELHI, KANPUR, MADRAS 


EFFECTIVE 


CONTROL 
DIABETES 


In mild and moderately severe 


cases of maturity onset INSULIN 
DIABECHLOR INSULIN 


brand of Chlorpropamide Vials of 10 mi. 40 LLU. & 80 1.U. per mi. 
INSULIN PROTOMINE ZINC 
Dose: initially: 2eablets per day. 10, ml, 40 LU. por ml. 


Maintenance: | -2 tablets per day. 
INSULIN NPH 


Supply: Bottles of 30 scored tablets; 
each tablet containing 200 mg. of Vials of 10 ml. 40 1.U. per mi. 


chlorpropamide. 
H Aso available Sweetin a non-caloric Sweetening Agent in liquid form. 
we. KEMP & CO. LTD., Bombay 28. 


For severe and complicated 
S diabetics and Juvenile cases 
a wide range of 


: 

S 

\ 

i 
AY 

< 

: 


August’ 1, 1961 J. 1. M, A. Advertiser 


one more, more @ against caticer! 


ENDOXANASTA 


For the first time in India 

KHANDELWAL LABORATORIES PVT. LTD., 
in collaboration with ASTA-WERKE A-G., 
WEST GERMANY, reach another milestone 
in chemotherapy of malignant diseases with 
ENDOXAN which is now in extensive use 

in almost all countries of the world, 


* Pronounced tumour-inhibiting action) 
* Wide margin of safety : 
* Reduced haematodepressant effects 
* Good tolerance i 
* For postoperative adjuvant therapy 
= of relapses) of carcinoma and sarcoma 
* Malignant tumours with advanced growth 
¢ Chronic leukaemias, lymphosarcoma, 
* Hodgkin's disease, reticulosis 


KHANDELWAL LABORATORIES PYT. LTD. 
79/87, Kalachowki Road, Bombay 12. 


ae 
i 
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‘ 

: Supply : 
‘ Coated tablets-50 mg; bottles of 50, 200 and 500 
Ingravenous-!00 mg. vials; packs of-10, and 50 
; \ 200 mg. viall; packs of 10 and 50, 
Literature on request. © 
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© “The treatment of Choice in Amoebic and Bacillary Dysenteries and Diarrhoeas @ 


ComPos!tion 


lodo-chloro-oxyquinoline ... 
Sulphadiazine 0.033 
Sulphathiazole 
Sulpha, idine 0.067 

1.1 
0.2 
0.2 


Baked el powder fn 
Isaphgul powder 
Magnesium Carbonate (pond) 


SULPHA 
QUINO BAEL 


Standard Pharmaceutical Works Limited 
@ 67, Or. Suresh Sarkar Road, Calcutta-I4 © 


FERROUS GLUCONATE WITH 


An Effective VITAMIN B COMPLEX 
Combination of FOLIC ACID AND 


Sodium Pantothenate 


Folic Acid 4 mg. 
Choline chlor 160 mg. 
Methionine 15 mg. 


Biotin 5 mcg. 


Ferrous Gluconate 2000 mg. 
er Gluconate 
Cobalt Gluconate 4 mg. 
Vitamin Bi 10 mg. 
Vitamin Bz 2 mg. 
Vitamin Be 1 mg. 
Niacinamide 50 mg. 
2 mg. 
mg 


Inositol 25 mg. 
Sodium Glycerophosphate 500 mg. 
Vitamin C 100 mg. 


Liver extract from 12 gms. of fresh liver 


| SET, CLOUT 4 


Granules & Powder 
yyy 
|  SULPHA 
BAEL 
Pitlals of 40 & 60 
YY Y YYW) Yj ty 
4 
VITA 


INDICATIONS: 


lassitude, debility and lowered resistance, 
constipation and secondary anaemias 


as a tonic during convalescence and as a 
blood regenerator after haemorrhage 


during pregnancy and lactation. 


*Livogen’ injection 
is indicated in all the above conditions 


teaspoonfuls twice daily, 
diluted with water. 


*Livogen injection 
In an a e case, a dose of I mi. by 
intramuscular route, every second day, for 
6 injections is sufficient. This may be adjusted 
to the individual 

of the patient at the discretion of the physician. 


PACKS: 


*Livogen’ 
Bottles of 120 mi. and 450 mi. 


give 

them the 
tonic 

that always 
succeeds 


LVo9gen =e 


BRITISH DRUG HOUSES (INDIA) PRIVATE LTD. the balanced 
Post Box No. 1341, Bombay-4 restorative 
‘Branches: Calcutta - Delhi - Madras tonic 
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da to two tablets of 


PREGNIDOXIN 


Pink-Bive Tablets. 
Each tablet contains: 


For Prompt and 
instantaneous relies 


PREGNIDOXIN-A_ 


Each ml. contains: 
Atarax (Excellent Anti-emetic) 12.5 mgy 
Pyridoxine Hel. (Vitamin B,) 50 
\ 


Thiamine Hel. (Vitamin B,) 
UNI-U.CB. (INDIA) PYT. LTD,, BOMBAY~26 


Useful in Menier’s Syndrome, Post-radiation Sickness, . 
Motion and Air Sickness, Drug sensitized nausea. oe 


THE “ANTISEPTIC” 


A Monthly Journal of Medicine and ee 
Foanded by the tate Dr. U. RAMA RAU in 1908 } 


Consulting Editor : U. KRISHNA RAU, u.8.8.8.. 


THE * ANTISEPTIC the oldest indepen. 
dent medical monthly has been in continu- 
ous & regular publication for over half a 
century. It is contributed to by hundreds 
of eminent medical men and women in 
India and abroad. 


THE ‘ANTISEPTIC’ is every month brim- 
ful with orginal articles, cases and com- 
ments. editoriale and gleanings ete. 
Every annua! Vol. has over 1000 pages of 
reading matter covering almost all 

ches of medical science, keeping abreast 


of progress 


VOLUME BEGINS EVERY JANUARY 


u.t.a. Editor: U. ‘VASUDEVA RAU. 


THE ANTISEPTIC has ashsoved inter. 
national reputation as an up-to-date 
journal and fearless exponent of legit. 
mate aims and aspirations of the medical 
and allied professions. Its tone 1s bright. 
fearless and strictly Curran 


re 


THE ‘ANTISEPTIC is’ therefore being 


subscribed by over 12,000 medical men 
and women in India, Barma, Ceylon and 
Pakistan also in Africa, Arabia. China. 
Malaya, Italy, Tibet, US.A.. U.S.8.R 
Medical Colleges, Medical Associations, 
Tea Estates ete are among the subseribers. 


PUBLISHED MONTHLY ON 6TH 


Annual Post Paid Subscription, iniand—Rs. 8-00 Foreign —Rs. 11-00 
Single Copy Re. 1-00 Payable in advance. iy : 


Editorial Publishing Office 323-24, Thambu Chetty St., P.O. 166 Madras-! 


— 
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FOR REINFORCED PAINLESS CALCIUM THERAPY 


Each ml. contains : 
Calcium (as oleate) 0°5 mg. 
Vitamin Dz B. P. 5,000 I. U. 
Vitamin Biz B. P. 60 mcg. 


SMITH STANISTREET & CO., LTD. 
Head Office, Factory and Laboratories: 18, Convent Road, Calcutta-14, 
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a tasteful 
MULTIVITAMIN 


tonic 


Each 30 ml, contains INDICATIONS: 


As a general Nutritive tonic during convales- 
bert: B LP. 3 me. cence after illness like Influenza, Pneumonia, 
Saccharated Iron Carbonate B.P.C. 0.375 g. Typhoid and other infectious diseases, Useful 
Malt Extract |.P. 8 ¢g. tm Pregnancy and during Lactation, 


FARMAVIN LABORATORIES PRIVATE LIMITED. 
PLOT 4/5, SCHEME 6, ROAD, NO. 24, SION WEST, BOMBAY 22. 


° Burning fee syndrome ( Gopalan Syndrome ), Nausea & 
Hyperemesis Gravidarum. Vomiting in Diarrhoea & 
Cholera. Vomiting in Enteric fever following adminis~ 
tration of chloramphenicols, Premature rey-Hair, 


IN CASE OF and or ailied 
causes, Nervous diseases viz. Parkinson's disease, Multiple 


Neuritis, Peripheral Neurities, Sciatica, Paraplagia etc.. 
Progressive muscular atrophy & distrophy, Adolescent 
Ace, and ailied Dermatological Conditions. Tropical 

Macrocytic Anaemia, Sprue, Macrocytic Anemia of 
Pregnancy. Pernicious Anaemia and in many other diverse 
conditions as futritional neuropathies. Neurities of 
chronic alcoholism, diabetes & liver diseases. 


(TO BE PRONOUNCED AS PYRIBE } (Plain) Each cablet represents : 
Pyridoxine Hydrochloride 
| Thiamine Hydrochloride 
ium Pantothenate 


Each c. c. represents : 
ridoxine Hydrochloride SO mg 
iamine Hydrochloride - SO mg 
ium Pancothenate so me 
- OS p.c 
Forte) Each c. c. represents 
Vitamin B6 - 100 mg 
Vitamin 812 = 100 mcg 
Sodium Pan SO mg. 
roc - o1% 


Packings: (Plain) 
Box of 10 & 50 amos. of I ¢. . 
Bottles of 10, 20, 40 and 100 cablets. 


Packings (Forte) 
Box of 6, 10 and SO amps, of | <. c. 


roduct of : PHE VATE LTD. io BONFIELOLANE 
Sole Agents : M/s. Fairfield Syndicate (Agency) Private Limited., Caicutta-) 


forall N 
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The maintenance of blood cal- 
cium levels and the building up 
of the bone system depends 
upon the efficient absorption of 
cakium. { 
COLLO-CAL-D, oral or injec 
tion, supplies calcium and Vita- 
min D - the latter being essential 
for the absorption and utilization 
of calcium. 
Oral: 0.85% colloidal 
cium oleate with 
iu. Vitamin D 
teaspoonful, in 4 az. 
(112 ml.) and 20 of 
(560 ml.) bottles. 


: 0.85% colloidal cab 
cium oleate with 5,000 
i.u. Vitamin D per mi, 
in boxes of 6x1 mi, 
ampoules and 15 ml, 

vials. 
COLLO-CAL-D is also available 
in combination with Vitamin B12. 
The Oral contains 7.5 microgram- 


Pack 3 
THE CROOKES LABORATORIES LIMITED pce 


(Incorporated in England. The Liability of Members is Limited) Injection —15 ml. vials. 
COURT HOUSE, CARNAC ROAD, BOMBAY-2 


Write for particulars : 


ADCCO LIMITED 


29/3A CHETLA CENTRAL ROAD, CALCUTTA-27 
GAUHATI « PATNA @ VIJAYAWADA @ LUDHIANA 
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Vol. No. 


NAVARATNA 


SPASMO. PERTUSOL 


A well balanced combination of proved Indigenous 
drugs and 
NEW SYNTHETIC SPASMOLYTICS. 

( Diphenin and Ortho-methoxy-phenoxy-propandiol ) 
Very palatable and free from untoward reactions 
Not habit forming. 

VERY EFFECTIVE IN RELIEVING BRONCHIAL 
SPASMS, CONTROLS COUGH & COLD SPECIALLY 
INDICATED IN WHOOPING COUGH AND ALL 
OTHER AFFECTIONS OF THE UPPER RESPIRA 
TORY TRACT. 


NAVARATNA 


PHARMACEUTICAL LABORATORIES 
P.O. Box No. 13, Cochin-2. 


> OLD TUBERCULIN 

TUBERCULIN 

> CULTURE MEDIA 

) STREPTOCOCCAL TYPING SERA 
) SALMONELLA TYPING SERA 

TEST THROMBIN 

+THROMBOPLASTIN 

> OTHER CLINICAL LABORATORY 

) CONTROLS AND BLOOD GROUPING 
} AND TYPING SERA 

] 


7" 


SOLE DISTRIBUTORS : 
DECRUZ CORPORATION 


44 CAWASJI PATEL STREET, 
BOMBA ¥Y-l, 


Phone: 253064 Grams: DECRUCO 


NEURONA B COMPLEX 


WITH HORMONES 
ws 

ives 


EACH CAPSULE CONTAINS: 

Methy! Testosterone 5 mg. Ethinyloestradio! 
0-01 mg. Vitamin B, 25 mg. Vitamin B, 5 mg. 
Vitarnin C $0 mg. Vitamin D 1,000 i, u. Cal. 
Pantothenate 2 mg. Nicotinamide 20 mg. Cal. 
Phosphate 250 mg. Folic Acid 1 mg. Lecithin 
10 mg. Vitamin B, 2 mg. Vitamin B,, 5 meg. 
Vitamin E S mg. 
INTEGRAL PHARMACOLOGY’S ANSWER 
TO THE PROBLEMS OF 


NOW MANUFACTURED IN INDIA BY: 


RETORT LABORATORIES 


9-A, McNICHOLS ROAD, MADRAS 31 


- 


J 


Your Health 


An Illustrated Magazine Devoted to Health Education 


. (for the public In general). Published Monthly 
BY THE INDIAN MEDICAL ASSOCIATION 


ty Deals with rules of healthy living, prevention of 
diseases, diet and nutrition, maternal welfare, child 


care and topics of health in general. 


ty Presented in simple English to assist the common man 
in India towards attaining “positive health." 


Attractive printing with profuse illustrations. 
YOUR HEALTH is an excellent advertising medium 
with all-India coverage. 


Post-free subscription rates (from any month) :— 

INLAND : Rs. 8/- (1 yr.) Rs. 12/- (2 yrs.) 

FOREIGN : Rs. 10/- (1 yr.) Rs. 16/- (2 yrs.) 
SINGLE COPY 75 naye Paise 


Advertisement rates and other information from 


Hony. Secretary YOUR HEALTH 
53, CREEK ROW CALCUTTA 14, INDIA 
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HEALTH’S 


FOR IMMEDIATE SALE 


A long established X-RAY Clific/practice. Best suits 
a Radiologist: (with post graduate .qualifications), 
intending to start specialised Private Practice. 


: Owner retiring. Accommodating terms. Apply— —a really broad spectrum nutritional tonic— 
me X-Rays. D47/178 Ramapura, Varanasi-1. U.P. Remarkable Metabolic Aid to vigorous Health 
Is & Long Life .....For All Patients 

Zymotone Provides: Each 30 mi. contains 
é _ * Digestive enzymes to Diastase 500 mg. 
“a aid digestion. Pepsin 125 mg. 
* Whole natural B-Com- | Papain 75 mg. 

* plex from liver & Proteolysed 
Yeast—plus  crystal- _ _ liver. 250.mg. 

: 4 line B. Factors. » Casein 250 mg. 

x * Lipotropic agents in Ext. Yeast 200 mg. * 

maintaining liver Vit. B, mg. 


} 
function and to pre- Vit. By A 
vent vascular de- Vit. B, 


3 
2 
1 
generation. | Niacinamide 50 
4 
00 
00 


mg 

: able nutrients from Vit. By mcgm 
A non-alcoholic multivitamin syrup in a flavoured : animal proteins to  !nositol mg. 
mg. 


1 
syrup base with extra vitamins added build up physical & Betaine 1 


Manufacturers : nervous system. 
Vitamin B, & mine mg. 
THE RATORY, LIMITED. blood | Manganese . 10 mg. 
MALLESWARAM.” CANSALORE <3 building factors. Alcohol 15% v/v. 


INDIAN HEALTH INSTITUTE & LABORATORY Ure. 


1, Health Institute Road, Calcutta - 28. 


a comprehensive medical 
treatment of amoebiasis . . with 


CHLOROQUINE/DI-IODOH YDROX YQUINOLINE 


Containers of $0 and $00 tablets. 


maxcracronsp sy MAY & BAKER LTD 
AN @4B brand MEDICAL PAODUCT 


A2208-47 


Distributed by: MAY & BAKER (INDIA) PRIVATE LTD - BOMBAY + CALCUTTA - GAUHATI + MADRAS + NEW DELHI 


Printed by Sri Tarani Kanta Basu at Sri Gouranga Press Private Ltd., 5, Chintamani Das Lane, Calcutta-9 and published 
by him on behalf of the Indian Medical Association from 23, cis Mansions, Corporation Place, Calcutta-13. 
Editor—Dr. P. K. Guha, M.B., M.R.C.S. (Eng.), D.O.M.S. (Lond.) 
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Each oz. contains: 


Diphenhydramine 
Hydrochloride 80 mg. 
Papaverine Hydro- 
chloride 40 mg. 
Aqueous Ext. Vasaka3.75 mi. 


Sodium Citrate 0.34 G. 
Menthol 6 mg. 
Chloroform 0.133 mi. 


¥ 


wets 


Each tablet contains: 
Ephedrine 32 mg. 
Caffeine Citrus 32 mg. 
Phenobarbitone 32 mg. 
Aminophylline 97 mg. 


Cover and Advertisement pages printed at the Venus Printing Works 52/7, Bipin Behari Ganguly Street, Calcutta - 12. 
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